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CHEMOTHERAPY IN 


THE TREATMENT OF MALIGNANT DISEASE* 


BY 


E. C. DODDS, M.V.O., M.D., F.R.C.P., F.R.S. 
Courtauld Professor of Biochemistry, University of London 


The title of this discussion is a little unfortunate in that 
it would imply that there really is a chemotherapy of 
cancer. A less misleading title would have been something 
like “Empirical Attempts at Chemotherapy of Cancer.” 
The term in its classical sense presupposes that one under- 
stands exactly the nature of the disease one is attempting 
to cure. The first example was the use of arsenicals by 
Ehrlich in the treatment of syphilis, terminating in the 
triumphant production of “salvarsan” in 1911. Here the 
mode of infection was known, the nature of the infective 
agent—the spirochaete—had been demonstrated, and the 
general pathology of the disease was completely under- 
stood. The same applies to the other successes in this field, 
such as the chemotherapeutic attack on malaria, generalized 
infections, and so forth, 

It is not an overstatement to say that we have no know- 
ledge whatsoever of the causation of the great majority 
of human cancers, nor have we really any proper under- 
standing of the malignant process which enables cells to 
multiply and divide and so destroy the host. In certain 
types of cancer we do know the predisposing factor—for 
example, in the tar tumours or the tumours in the bladder 
caused by contact with certain chemical substances in the 
dyestuff industry. However, we do not know why these 
agents turn innocent cells into malignant cells, nor what 
the difference is between the malignant cell and the non- 
malignant, other than its power of unlimited growth. We 
cannot stop it once it has been started, except by some 
ablative form of treatment such as surgery or irradiation. 
We must therefore admit that anyone attempting chemo- 
therapy is truly working in the dark, and that he must of 
necessity be an empiricist. 

I shall not attempt to give anything like a complete list 
of the various substances and preparations that have been 
used in the chemotherapeutic attack on cancer. There is 
no satisfactory approach to the cancer problem in this way, 
and most of the preparations that have been used have 
had a very short vogue and then, with few exceptions, have 
been abandoned. It is with what can be saved out of the 
wreck, so to speak, that we are concerned. 


Two Groups of Effective Substances 


The substances which have an effect on malignant'disease 
may be classified under two: headings: (1) those which do 
not affect the cancer itself but which affect the host back- 
ground in such a way that growth of the malignant tumour 
is either not favoured or is suppressed and held in abey- 
ance ; (2) those which exhibit a directly poisonous action 





*Read in opening a discussion in the Section of Pathology and 
Bacteriology at the Annual Meeting of the British Medical Associa- 
tion, Harrogate, 1949. 





on the cancer cells, acting preferentially on them as 
compared with the host tissues. 

The former substances are well known and are not of 
fresh interest. One of the most striking examples is the 
use of stilboestrol, or synthetic oestrogens, in the treatment 
of carcinoma of the prostate. Stilboestrol is highly active 
when given by mouth and can replace the naturally occur- 
ring substances in every way. When Huggins and Hodges 
(1941) wished to damp off the activity of the anterior lobe 
of the pituitary in cases of carcinoma of the prostate they 
utilized this powerful orally active oestrogen. By cutting 
off the supply of gonadotrophic hormone to the testes the 
secretion of androgens is abolished, and carcinoma of the 
prostate is unable to flourish in a background that does 
not contain androgens. Stilboestrol therefore produces its 
good effect, we believe, not by a direct action on the 
tumour but by altering the background or environment of 
the tumour so that it cannot flourish. It would appear also 
that certain carcinogenic hydrocarbons, when given to 
tumour-bearing animals, alter the balance of some nutri- 
tional factor, and it would seem doubtful whether the 
observed inhibition is due to a direct action on the tumour. 

Turning to the second group, we encounter those sub- 
stances which possess what is known as cytotoxic action. 
It is well known that a number of chemical substances are 
capable of preventing mitosis and thereby hindering cell 
division. An example of these is colchicine. This sub- 
stance, however, not only inhibits the division of malignant 
cells but also affects normal ones, and therefore cannot be 
used as a chemotherapeutic agent. The great toxicity to 
normal tissues of all the known cytotoxic agents makes their 
use so hazardous that it is doubtful whether they should be 
employed. 

Two of the most important of the substances used are 
urethane and nitrogen mustards. The fact that urethane 
could be employed as a cytotoxic substance was first dis- 
covered by Haddow and Sexton (1946). Nitrogen mustard 
is an analogue of mustard gas, and the one most commonly 
employed is methyl-bis-B-chlorethylamine. It is known 
that mustard gas itself has a powerful action on the nuclear 
mechanism, and that it is able to produce mutation by 
affecting the chromosomes of the Drosophila (Auerbach, 
Ansari, and Robson, 1942, 1943). Careful clinical experi- 
mentation has shown that nitrogen mustard seems to have a 
slightly more toxic action on certain malignant cells than 
on normal cells. 


Folic Acid and Allied Compounds 


The greater part of my space will be devoted to the 
newest comers in this field of would-be chemotherapeutic 
agents—namely, the folic acid and anti-folic-acid group. 
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It is very difficult for anyone who has not visited the 
United States to realize the tremendous concentration of 
both laboratory and clinical workers on this group of sub- 
stances. As the literature on the subject is diffuse, a brief 
summary of the general position might help readers to get 
a better grasp of this admittedly complex subject. To 
indicate how the whole subject of folic acid and allied com- 
pounds and their application to the treatment of cancer 
actually arose it is necessary to review a series of simul- 
taneous researches in relation to malignant disease. 


From 1939 onwards appeared a series of papers by 
Lewisohn et al. (1940, 1941a, 1941b, 1942). This work 
described a search for substances capable of causing regres- 
sion of spontaneous mammary tumours in female mice of 
Rockland Farm strain. It was claimed that regression 
occurred when these animals were treated with extracts 
from such varied materials as spleen and certain cereals. 
Attempts to isolate the substance common to all these 
various extracts yielded only inositol, and it was claimed 
that this was apparently responsible for the inhibition. 
These experiments were continued in 1944 (Lewisohn et al., 
1944, 1945) and were the subject of a certain amount of 
controversy. We must now turn to other researches. 


A whole series of workers were studying the growth of 
bacteria on purified synthetic media. Growth of a number 
of organisms could be stimulated by the addition of extracts 
of various substances such as spinach, spleen, and liver. It 
is neither desirable nor possible to review this work here, 
but it can be stated that as a result of chemical investigations 
it became obvious that one factor was responsible for these 
effects, and that this factor also appeared to be identical 
with the one used by Lewisohn and his collaborators. 


A further series of researches, started in 1935 by Day 
et al. (1938), showed that a certain type of anaemia induced 
by deficient diet in monkeys could be cured by the addition 
of extracts of liver, spleen, and green leaves. They called 
this substance “vitamin M.” Again chemical investigation 
of this suggested that it was possibly the same substance as 
that mentioned above. A precisely similar story was dis- 
closed in relation to the dietary factors responsible for the 
growth of chickens and the proper development of their 
feathers. The substance was identified as pteroylglutamic 
acid, and the name “ folic acid ” was adopted for it. The 
formula of folic acid is: 





OOH 


It has since been synthesized by SubbaRow and his collabo- 
rators (Angier et al., 1945, 1946 ; Waller et al., 1946), and 
possesses the following characteristics: it crystallizes as 
yellow pear-shaped platelets ; it is sparingly solub!e in water 
(the sodium salt is much more soluble) ; its physiological 
properties show that it has a very low degree of toxicity 
and that it is an essential growth factor for a number 
of bacteria, animals, and birds. Clinically, its most impor- 
tant action is in Addison’s anaemia, in which it is able to 
cause 2 haematological remission in the same manner as 
the liver substance. It will be remembered that it does not 
protect against the neurological complications, and is there- 
fore different from the liver substance. This we now know 


to be a crystalline cobalt-containing substance, kno 
vitamir’B,,. This was isolated by Lester-Smith (1948) a 
also by workers in the Merck laboratory in the United 
States (Rickes ef al., 1948). . 

A further complication is that folic acid may exigt free 
in the tissues or as a peptide. Two such peptides have 
been synthesized. Whilst folic acid is pteroylglutamic acid 
there is pteroyldiglutamic acid, which has been called 
diopterin, and pteroyltriglutamic acid, which is known as 
teropterin. In the body these substances are digesteg 
releasing folic acid. Therefore their administration to the 
human subject has the same effect as the administration o 
folic acid. 

I now return to the researches of Lewisohn and his go}. 


leagues. They described the cure of breast carcinoma jp ' 


three different strains of mice and showed that the active 
part of their extract was identical with the pteroyltriglutamic 
acid, or teropterin, referred to above. At a later date 
SubbaRow and his collaborators (Boothe ef al., 194g) 
synthesized both diopterin and teropterin, and these gyb. 
stances became available in relatively large quantities fo, 
clinical research. It is not necessary to review in detajj 
the investigation of the anticancerous activity of these sub. 
stances, but-it can be stated that to-day it is admitted tha 
they are without value in the treatment of both anima} 
and human cancer. The good results obtained by earlier 
workers in human malignant disease were undoubtedly due 
to psychological effects, and when carefully controlled 
experiments were made with blank controls no specific 
anticancerous effect could be attributed to either teropterin 
or diopterin. This chapter can therefore be regarded as 
finally closed, and it must be admitted that neither folic 
acid nor its peptides are of any value in the treatment of 
malignant disease. 


Modified Folic Acids 


I must now turn to further chemical research. The 
synthesis of teropterin renders possible the preparation of 
a series of modified folic acids. The numbering of the atoms 
in the ring systems is shown in the folic acid formula above, 
and various substitutions can be made. Thus instead of 
glutamic acid it is possible to make a compound in which 
aspartic acid replaces the glutamic acid. The compound, 
which is known as an-fol-A or R, has the following 
formula : 


OH 
NZ : N —CHr-NHE_>—C—NHCH—COOH 
| I 
= O CH 
N’ : 
ame OOH 


Similarly, it is possible to take the pteroic acid and prepare 
methylpteroic acid, which is known as met-fol-B and ‘whose 
formula is as follows: | 


OH 
N 
wy ans 5 ae 
/’w’* Nn’ H; 


NH, 


Another compound is obtained by substituting an amino 
group in the 4-position, giving 4-aminopteroylglutamic 
acid, or “ aminopterin.” Similarly, in addition to substitu- 
tion of an amino group at the 4-position, a methyl group 
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can be attached, as in methylpteroic acid, giving 4-amino- 
methylpteroylglutamic acid, or A-methopterin. Finally, 
the aspartic acid compound can be substituted at the. 
4-position by an amino group, giving 4-aminopteroyl- 
aspartic acid, or amino-an-fol. 

When these substances were tested out physiologically it 
was found that they possessed very powerful anti-folic-acid 
activity. The modern conception is that folic acid is essen- 
tial for the growth of normal cells. This is proved by 
tissue-culture experiments and by experimental feeding in 
animals, and of course it is well known to be essential for 
the growth of bacteria. It will be remembered that Fildes 
and Woods (1940) showed that sulphonamides act by 
replacing the normal constituent of the bacterial nutritional 
requirements—namely, p-aminobenzoic acid. It was felt 
that a similar type of experiment could be done with the 
anti-folic-acid substances, and that just as one could deceive 
the bacteria, so to speak, by feeding them with sulphon- 
amides, which could be inhibited by p-aminobenzoic acid, 
so it would be possible to palm off one of these five anti- 
folic-acid substances on the cells, these substances becoming 
fixed in the cells so that they ultimately died. The folic 
acid antagonists act in vitro in tissue cultures and will also 
inhibit the action of folic acid on the growth of bacteria. 
{n mammais they produce a powerful inhibition of the bone 
marrow, resulting in severe anaemia—effects similar to 
those seen in folic acid deficiency. 

Since these substances interfere with the multiplication of 
cells, probably acting on the nuclear mechanism, their trial 
in malignant disease was obviously indicated. They have 
been investigated extensively for their action on spon- 
taneous and transplanted tumours, and have been found to 
be effective against a number of them. They have also 
been used in the treatment of human malignant disease, 


and particularly in the leukaemias. 


Conclusion 


It must be pointed out that these bodies are extremely 
toxic and their use in the human subject is fraught with 
danger, as the toxic dose is so near the effective therapeutic 
dose. As Rhoads (1948—personal communication) has so 
rightly pointed out, it does not really matter from the 
experimental point of view how close the toxic dose is to 
the therapeutic dose, provided it can definitely be shown 
that these substances do exert a specific toxic action on 
malignant cells. The question of the moment is whether 
in this series we have the starting-point of a new set of 
compounds for the treatment of malignant disease ; in other 
words, do these anti-folic-acid analogues occupy the same 
position in relation to the ultimate chemotherapeutic 
control of malignant disease as “ atoxyl ” did to salvarsan ? 
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CHEMOTHERAPY IN THE TREATMENT 
OF MALIGNANT DISEASE* 


BY 


Sir STANFORD CADE, K.B.E., C.B., F.R.C.S. 
M.R.C.P. 


Surgeon, Westminster Hospital 


Treatment of malignant disease by medicinal means has 
been tried for many years, and the very multiplicity of the 
suggested remedies and their short-lived popularity serve 
only to indicate that none, so far, has proved of value. It 
must be emphasized that there is no specific remedy which 
destroys a malignant growth except surgical ablation or 
radiotherapeutic destruction of the tumour. Nevertheless, 
advances in biochemistry and biophysics have resulted in the 
production and use of chemotherapeutic substances which 
have an effect either on the tumour or on the host, and 
which so alter the natural course of the disease as to effect 
remissions, although these are only temporary. The import- 
ance of these chemotherapeutic trials lies in their scientific 
implication ; they are pointers or indicators for further lines 
of research. They are not curative agents, and only a few 
can be said to be even of palliative value in the control 
of the disease. It is, however, important from time to time 
to review present-day knowledge. 

The remedies under clinical trial to-day fall into two 
main groups: (1) those with a cytotoxic effect on the neo- 
plasm, and (2) hormones which alter the “ internal carcino- 
genic environment ” of the patient. This expression we owe 
to Cramer and Horning (1939). 

The most interesting substances of the group of cytotoxic 
poisons are the nitrogen mustards, urethane, and the anti- 
folic-acid compounds. 


Nitrogen Mustard. 


Nitrogen mustard was first introduced in 1942, and has 
been used clinically as the “ HN2” compound (methyl bis- 
(B-chloroethyl) amine); the “HN3” compound (tris-(B- 
N-chloroethyl) amine) being more toxic and producing wide- 
spread thrombosis. The dose generally used is 0.1 mg. per 
kg. of body weight, given intravenously up to a total of 0.6 
or 0.8 mg. per kg. of body weight. It has been tried in 
many types of tumours—bone sarcoma, melanotic carcin- 
oma, the reticuloses, Hodgkin’s disease and lymphosarcoma, 
carcinoma of the lung, and testicular neoplasms. In some 
cases visible regression of large tumours, especially masses 
of enlarged lymph nodes, has been obtained, with a corre- 
sponding improvement in the general state of the patient. 
So far as I am aware there is, however, no recorded case 
of an apparent regression for pro'onged periods. Nitrogen 
mustard is now used almost exclusively in the terminal 
stages of lymphadenoma and in cases of cancer of the lung 
untreatable by surgical or radiotherapeutic methods. It is 
of palliative value and may restore health for short periods 
of time—up to nine months in my own experience, but 
generally for three months only. 

The fact that cures have not been obtained should not 
be a deterrent—on the contrary, it should be an incentive— 
to the research chemist and biochemist in their search for 
other mustard compounds more effective and possibly less 
toxic. Regression of neoplasms, although temporary, is 
nevertheless very dramatic. Thus in Hodgkin's disease, at 
a stage resistant to radiation, with fever of either the Pel- 
Ebstein intermittent type or even the sustained pyrexia type 


*Read in the Section of Pathology and Bacteriology at the Annual 
Meeting of the British Medical Association, Harrogate, 1949. 
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in the terminal stages, the temperature drops to the normal 
level sometimes with dramatic suddenness and remains 
normal for many weeks. Enlarged lymph nodes shrink or 
disappear altogether. Occasionally even masses of abdom- 
inal glands shrink, but I have not seen any diminution in 
size of enlarged livers or spleens. In most cases there is 
a marked drop in the total leucocyte count following the 
injections, and even a greater corresponding fall in the 
haemoglobin percentage. One instance of each type of case 
will be given. " 

Lymphadenoma.—A woman aged 26; histologically proved 
case of lymphadenoma treated previously by x rays and con- 
trolled for two and a half years. Admitted to Westminster 
Hospital in a moribund condition. Enlarged glands in the neck 
and groin, large epigastric mass, infiltration of the skin of 
abdominal wall and left breast, wasting, anaemia, and fever. 
She was given three injections of HN2, 0.2 mg. per kg. of body 
weight. The injections were followed by nausea, severe vomit- 
ing, and a fall of blood pressure. The reaction subsided in 
12 hours. The total white cells fell from 5,200 to 1,100; lowest 
lymphocyte count 35 per c.mm. Haemoglobin fell from 73% 
to 56%. There followed within 10 days a rapid and dramatic 
improvement. The upper abdominal mass almost disappeared ; 
the glands in the neck and groins were no longer palpable, and 
the skin nodules had vanished. She left the hospital three weeks 
after admission in near-normal health, and during the subse- 
quent two months her weight increased by 2 st. (12.7 kg.). The 
improvement lasted four months ; recrudescence of symptoms 
then occurred, culminating in a flaccid paraplegia. Further 
treatment by nitrogen mustard and x rays produced little re- 
sponse, and she died three months later—that is, nine months 
after the initial treatment. Post-mortem examination revealed 
widespread disease in the mesenteric glands and around the 
aorta, and infiltration of the bodies of the fifth to seventh dorsal 
vertebrae, with compression of the spinal cord. 

Carcinoma of the Lung—A man aged 44. The clinical 
picture was as follows: cough; shortness of breath; repeated 
haemoptysis ; clubbing of fingers; hard, clinically malignant 
fixed right supraclavicular glands. Dilated veins on the chest, 
indicating upper caval obstruction. Radiography of the chest 
showed a large tumour in the upper mediastinum, enlargement 
of right bronchial glands, atelectasis of the right upper lobe, 
and the oesophagus displaced to the left by the tumour. Six 
injections of HN2, 0.5 mg. per kg. of body weight (a total 
of 30 mg.), were given in a period of three weeks. The 
cough, anorexia, dyspnoea, and haemoptysis disappeared. The 
engorged veins on the front of the chest were no longer visible, 
and clubbing of the fingers was less marked. The supra- 
clavicular glands were reduced in size to small hard nodules. 
A radiograph of the chest revealed a marked diminution in the 
mediastinal mass. So far this patient has remained well for 
eight months. 

To summarize, nitrogen mustard is of value in the treat- 
ment of lymphadenoma and carcinoma of the lung as a 
palliative measure, producing temporary regression of 
tumour masses and improvement in health. It has no cura- 
tive value. It is more accurate to say that it postpones 
death by a few months than that it arrests the disease. Its 
importance lies in the fact that it produces changes in some 
types of tumour not dissimilar to the changes produced by 
radiation. 

Urethane 


The experimental work of Haddow and Sexton (1946) led 
to the clinical trial of urethane in cases of leukaemia 
(Paterson et al., 1946, 1947). This substance is given by 
mouth in doses varying from 2 to 4 g. daily. It produces a 
fall in the total white cell count and a return of the differ- 
ential count to the normal proportion. The enlarged spleen 
diminishes in size. Most cases show a rise in haemoglobin. 
It is effective both in the myeloid and in the lymphatic 
types of leukaemia of the chronic form. It has no effect 


cr 
in acute leukaemias. There is a close similarity between the 
effects of radiotherapy and urethane ; the advantage of the 
drug is that it is effective when irradiation no Jon 
produces regression in the size of the spleen or lymph ime of 
There is also sporadic evidence that a relatively small 
maintenance dose of 1.5 g. daily may be continued for lon: 
periods: doses up to 1,500 g. spread over 15 months have 
been tried. The patient with chronic myeloid leukaemia 
described by Piney (1947), and who became pregnant durin 
a period of remission following urethane and was delivered 
of a healthy child by caesarean section, is still alive poy 
two years later. There is little doubt that urethane jg ay 
important addition to the available methods of treatment of 
chronic leukaemias. Effective although temporary pallia. 
tion is obtained in the majority of cases. So far there is no 
indication that urethane can arrest the disease, and cessation 
of treatment is followed by recrudescence of all clinicaj 
manifestations. In the therapeutic doses used the red coun; 
is not affected; on the contrary, there is a rise jp 
haemoglobin. 

Folic Acid Antagonists 


Of the new chemotherapeutic agents, “ aminopterin ~ 
(4-amino-pteroylglutamic acid) is of interest, as it has q 
marked leucotoxic action and hence has been tried in acute 
leukaemia.’ Temporary remissions of this rapidly fatal 
disease have been reported by Farber and his collaborators 
(1948). Aminopterin even in small doses of 1 mg. daily is 
toxic and causes acute lesions in the mucous membranes, 
ulceration of the mouth and lips, intestinal haemorrhage, 
haematuria, and purpuric haemorrhages. By courtesy of 
the Lederle Laboratories I have had the opportunity of 
putting this substance to clinical trial, so far, in four cases 
of acute lymphatic leukaemia and in one case of monocytic 
leukaemia. The first three patients died of their disease: 
the fourth patient with acute lymphatic leukaemia is under 
treatment at present. 

The fall in the blood count is nevertheless very remark- 
able—in one case from a total of 76,000 (95% lymphocytic 
series) to 10,000. (42% lymphocytic and 36% early poly- 
morphonuclear cells). In the case of acute monocytic 
leukaemia a brief period of great clinical improvement was 
obtained. All three varieties—lymphocytic, myeloblastic, 
and monocytic—showed the remarkable and rapid altera- 
tion in the blood count. The importance of this group of 
folic acid antagonists lies in their leucotoxic power. In their 
present form they are merely that—leucotoxic agents ; they 
have so far shown no curative properties. It is pointed 
out, however, that further chemical studies and alterations 
in the molecular structure of these compounds might result 
in more effective and more prolonged action on the 
acute leukaemias. 

Hormones 


The treatment of human cancer by hormones is at present 
applicable only to cases of cancer of the prostate and cancer 
of the breast—both organs being physiologically under the 
control of male and female sex hormones. The great land- 
marks in this vast, complex, and as yet only partially under- 
stood subject are Dodds’s (1943-6) production of synthetic 
oestrogens, Laccassagne’s observation on the development 
of cancer in mice following injections of oestrogens, and 
Haddow’s (Haddow, 1935; Haddow and Sexton, 1946) 
observations on the effects of carcinogenic hydrocarbons on 
the rate of growth of spontaneous tumours. 

Cancer of the Prostate—Huggins et al. (1939) and 
Huggins and Clark (1940), of Chicago, after a brilliant 
experimental study of the physiology of the prostate, 
established the fact that oestrogens are beneficial in cancet 
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of the prostate. Stilboestrol has now been used for about 
nine years, and it is generally accepted that cancer of the 
prostate can be controlled by it. Survivals of five or more 
years are not uncommon. The points which may with 
benefit be emphasized here are as follows: (1) Castration 
produces effects similar to those obtained by stilboestrol. 
(2) About 10% of patients with cancer of the prostate do 
not benefit at all from this treatment. Careful study of 
this small percentage is more important than the mere 
recording of the spectacular improvement of the majority. 
(3) Although most cases receive about 15 mg. of stilboestrol 
daily, enormous doses—up to 1,000 mg. daily—have been 
given for several weeks in late cases, with an extension of 
periods of regression. (4) In no case can it be said that the 
disease is eradicated—it is checked or controlled. (5) The 
mechanism of the action of stilboestrol is still not deter- 
mined, although much is known about it. (6) There is no 
accuracy in dosage—it is still a method of trial and error. 

Cancer of the Breast.—Both oestrogens and androgens 
are used in breast cancer in women. In cancer of the breast 
in males oestrogens are of 


These side-effects are hirsuties, change of voice, enlargement 
of clitoris, and change in appearance and temperament. The 
side-effects are not necessarily correlated with the dose of 
androgens. In some patients small doses produced very marked 
masculinization ; in others very large doses produced minimal 
effects. The younger the patient the larger the dose required to 
obtain control of the disease. 

Type of Metastasis.—Skeletal metastases respond more often, 
more quickly, and for longer periods than visceral metastases. 
Regression of lesions has been obtained in secondary deposits 
in the skeleton, the liver, the pleura, and the brain; also in 
soft-tissue recurrences—skin, subcutaneous tissue, and lymph 
nodes. 

Effect of Treatment.—Pain from skeletal metastases is re- 
lieved in most cases. Ulceration of cutaneous lesions heals. 
Blood-stained pleural effusion, previously necessitating frequent 
tapping, no longer reaccumulates. Paresis of cranial nerves or 
from spinal compression has in a few cases been followed by 
recovery of power. Involvement of the base of the skull and 
of the pituitary producing polydipsia and polyuria has been 
controlled, and an intake of 2 gallons (4.45 litres) or more of 
fluid daily, with a correspondingly large urinary output, has 
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rapidly growing literature on 
this subject (Adair, 1948 ; 
Nathanson, 1947; etc.) I 
will merely give a_ brief 
general account of my per- 
sonal experience with testosterone propionate in patients 
with widely disseminated metastases in the skeleton and 
viscera. » There are 50 such patients, and the longest sur- 
vival period so far in my personal series is two years. 
No extravagant claims must be made for hormones ; 
neither must their clinical as well as scientific impor- 
tance be under-estimated. It is indeed the very first 
time that medicinal means have been able to control some 
forms of cancer at a stage otherwise quite uncontrollable. 
The variations in response to treatment indicate that the 
patient’s hormonal state more perhaps than the biological 
differences in the tumour is responsible for the effects 
obtained. The study of my personal series confirmed many 
points noted previously; it does not, however, confirm 
them all. 
Androgens 

Briefly summarized, the observations are as follows: 
Age of Patient—Both old and young patients, pre- and post- 
menopausal, respond to androgens. The side-effects are more 


pronounced and less well tolerated by the younger group. 


Average Values. : 


Before Treatment. ((] 
After Treatment 


Effect of testosterone therapy on the blood chemistry in ten cases of breast cancer. 


been reduced to about 50-60 oz. (1.42-1.7 litres) a day. In 
many cases bedridden, morphinized, and desperately ill patients 
have been restored to apparently normal health. Thus one 
patient with widespread skeletal metastases returned for a time 
to her work as a lady almoner in a hospital and for a year 
could lead a normal life and take exercise such as dancing. 
Several patients in terminal stages have returned to a normal 
existence for periods up to two years so far. X-ray examina- 
tion shows reossification of osteolytic lesions after three to six 
months, seldom earlier, and not in every case. In all cases 
there is an increase in weight, chiefly due to water reten- 
tion, clinically manifested by diminished urinary output and 
subcutaneous oedema. 

Dosage.—After a careful study of the available reports the 
dose tried was 150 mg. of testosterone propionate daily by 
intramuscular injection. Subsequently the dose was increased 
in about one-half of the patients to 300 mg. daily, till a total 
varying from 3,000 to 6,000 mg. was reached. In most cases 
when improvement was satisfactory at the end of this period 
an implant of 3,000 mg. was given. In a few cases much 
smaller doses, not exceeding 150 mg. weekly, were tried. There 
is at present no definite indication of the exact dose. 
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Changes in Metabolism.—Patients undergoing treatment 
were studied before and during administration of testo- 
sterone propionate. The tests were carried out by Professor 
N. F. Maclagan, and are summarized as follows: 

1. The rise in blood calcium reported by previous workers has not 
been confirmed. The danger, therefore, of hypercalcaemia and renal 
failure emphasized by some as a sequence of androgens cannot 
be confirmed. In none of my patients was the blood calcium altered. 

pS There was no alteration in the alkaline phosphatase and urinary 
creatinine, 

3. There was no alteration in the basal metabolic rate. 

4. There was a significant fall in the blood urea, plasma uric 
acid, and inorganic phosphorus concentration. 

5. The 24-hourly urea excretion showed a marked fall to a figure 
not much greater than half the pre-treatment level. 

6. The urinary 17-ketosteroids rose to an average level of 78 mg. 
per 24 hours. Most of this rise was accounted for by etiocholanolone 
and androsterone. The 17-ketosteroids dropped to the normal of 
5 to 15 mg. very rapidly on cessation of daily injections—as a rule 
within two days. A few patients treated by oral administra‘ion of 
methyl testosterone showed similar changes except that the 17- 
ketosteroid excretion was not affected, as these compounds are not 
excreted as 17-ketosteroids. In no case was oral administration of 
methyl testosterone nearly as effective as the intramuscular injection 
of testosterone propionate. These findings confirm the well-known 
protein anabolic effects of androgens as illustrated by the fall in the 
blood urea concentration and urine-urea output. It is emphasized 
that there is no confirmation of a rise of blood calcium as reported 
by previous workers. 

End-results——Androgens are not in any sense a “cure” for 
cancer of the breast. In many cases, but not in all, they pro- 
duce marked but temporary beneficial effects. After variable 
periods of time, from a few months to a few years, lesions 
recur and previously reossified skeletal metastases decalcify and 
new ones develop. Prolongation of life is obtained, but not all 
patients respond favourably, and some after an initial improve- 
ment appear actually to be made worse by treatment. The 
aggravating effects of androgens can be illustrated by the 
following two examples. 

In one patient, in whom skeletal metastases were favourably 
influenced for a year, further administration of androgens was 
followed by replacement of the entire skeleton, with exception 
of the hands and feet, by mere shells of bony tissue filled with 
metastasis. There is little doubt that acceleration as well as 
regression of lesions can result from androgens. 

Another example is that of a patient with a large metastasis 
in the right lobe of the liver; complete regression after testo- 
sterone administration was followed within six months by the 
development of an equally large metastasis in the left lobe of 
the liver which did not respond to further androgen therapy. 
Post-mortem examination showed that the right lobe of the 
liver had shrunk to a mere nodule of fibrous tissue smaller than 
the gall-bladder; in this case disappearance of hepatic meta- 
Stasis was achieved only at the price of complete destruction 
of the right lobe of the liver. 


Oestrogens 

Regression of metastasis in the skin, healing of local 
ulceration of the primary growth, and favourable effects 
on pulmonary metastasis have followed oestrogen adminis- 
tration. The effect on skeletal metastasis is far less 
pronounced and far less frequent than that following 
androgens. It is now accepted that oestrogens should not 
be given to pre-menopausal patients, in whom aggravation 
of the disease may result from treatment. Uterine bleed- 
ing has followed oestrogen administration even in patients 
of 60 and 70 years of age—that is, 10 or 20 years after the 
menopause. Oecestrogens have not proved of much value in 
carcinoma of the male breast, whereas castration often has 
marked favourable effects. 


Conclusions 


There is little doubt that the late stages of cancer of the 
breast can be influenced by sex hormones. Although mostly 


~ 4 


favourable, these hormones do at times cause aggravation 
of the disease. The mode of action of the hormones is not 
understood—and this to-day is the most urgent problem 
Hormones, like castration, produce their effect on the host 
and thus differ from all other methods of treatment of 
cancer which aim at a direct attack on the tumour. 
Hormones have thus opened up completely new avenues, . 
and at present they are more important as research 
weapons than as therapeutic agents. 
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PRURITUS VULVAE* 


BY 


T. N. A. JEFFCOATE, M.D., F.R.C.S.Ed., F.R.C.0.G. 


(From the Department of Obstetrics and Gynaecology, 
University of Liverpool) 


Pruritus vulvae is a symptom, often of obscure origin, 
which is so distressing and difficult to relieve that it con- 
stitutes a real clinical problem. Moreover, it is common 
—how common only those who keep the most accurate 
records will realize. In my experience it is mentioned as 
a complaint, although not necessarily the primary one, 
by 10% of all patients comprising private gynaecological 
practice. The incidence in hospital practice is not less, and 
may be more. Its causes are so varied as to bring it 
within the scope of nearly all who practise medicine, 
although the general practitioner, the dermatologist, and 
the gynaecologist are mostly concerned. Each of these, 
however, tends to see different aspects of the problem’ or 
to approach it from a different and prejudiced standpoint. 
It therefore seems important to make a plea for a strict 
definition of the term “ pruritus.” 

When patients complain of “irritation” of the vulva it 
is all too easy to assume that by this they mean “ itching,” 
whereas often they mean pain, tenderness, or a burning 
sensation. Unless the discomfort arouses a desire to scratch, 
it should not be classified as pruritus vulvae. The impor- 
tance of this distinction between itching and other sensa- 
tions is that their aetiology is different, and a failure to 
recognize this in the past has given rise to a fictitious list 
of causes of pruritus vulvae. It is equally important te 
determine accurately the site of the pruritus: is it asso- 
ciated with pruritus elsewhere? Is it mainly vaginal, or 
vulval, or perianal ? Pruritus vulvae and pruritus ani often 
have different causes. 

Pruritus seems to be a very particular type of response, 
and is almost specific to certain forms of stimuli or t 
stimuli arising under special circumstances. The fact that 
so little is as yet known of the mechanism of the production 
of this sensation and of the nervous pathways by which 
the impulse is conveyed to the central nervous system 
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accounts in no small way for the problem presented when 
the vulva is the site of the trouble. Although it has been 
suggested (KGnigstein, 1936) that autonomic nervous path- 
ways may be concerned, the more general view, expounded 
in recent years by Walshe (1942) and Ganado (1945), .is 
that the impulses interpreted as itching travel by the somatic 
pain fibres, and that pruritus is a variant of pain. It is 
often regarded as a minimal pain sensation, and this, it is 
argued, explains why a healing wound is first painful and 
later, as the impulse weakens, itchy. 

Clinical observation, however, makes it difficult to accept 
this view. So far as the vulva is concerned the causes of 
pruritus are dissimilar from those of pain ; a minor degree 
of pain or soreness does not become an itch, and no matter 
how intense an itch or how severe the lesion causing it 
the sensation does not change to pain and the patient con- 
tinues to scratch. Ultimately the scratch lesions become 
painful, but even then the patient distinguishes between 
this sensation and the underlying pruritus. There is other 
evidence, too, of a more general character. For instance, 
Kénigstein (1936) states that in some cases of organic 
disease of the central nervous system it is possible to induce 
itching in areas which are insensitive to pain. Moreover, 
recent work by Rosenthal and Sonnenschein (1948) on the 
role of histamine as a chemical mediator for the produc- 
tion of cutaneous pain goes to show that a “ subthreshold 
pain” is stinging, tingling, or prickling but never itching. 
A sensation of itching can arise from central as well as 
peripheral stimuli (MacCormac, Sandifer, and Jelliffe, 1946). 
To read, write, or think of pruritus, or to see another 
person scratching. is enough to start an itch. The state of 
the central nervous system is probably important, for the 
skin is constantly exposed to minor irritations, such as the 
touch of rough clothing, which might well be interpreted 
as itching. Ordinarily they pass unnoticed by conscious- 
ness, but may not do so under circumstances such as 
fatigue of the higher centres (Goldsmith, 1939). 


Aetiology 


The secret of the successful treatment of pruritus vulvae 
lies in determining the cause, and for this reason I pro- 
pose to deal almost entirely with aetiological considerations. 
The field can be narrowed at once by the exclusion of those 
eases in which the vulva is affected only as part of a 
generalized pruritus, as in conditions such as lymph- 
adenoma, jaundice, generalized urticaria, and uraemia. 
Even so, according to the traditional lists many possible 
causes remain. These lists, however, need drastic revision, 
and it is hoped to show that the factors concerned in 
causing real pruritus can be defined fairly clearly. Diseases 
of the anus and rectum, such as haemorrhoids and fissures, 
even if they cause pruritus ani, which is doubtful, rarely 
if ever account for pruritus vulvae. Threadworms and 
fungus infection are responsible for some cases of itching 
around the anus, but threadworms do not give rise to vulval 
itching. The same is true of urinary-tract lesions—cystitis, 
pyuria, a highly acid or an extremely alkaline urine, and 
even urinary incontinence. The last-named nearly always 
leads to excoriation and soreness of the vulva but not to 
pruritus. The only exception is glycosuria, which is a com- 
mon and important causal factor. Pediculosis gives rise 
to pruritus pubis rather than to pruritus vulvae. 

In order to show the relative importance of the alleged 
and real causes of pruritus vulvae, 254 consecutive private 
cases, in all of which pruritus was given as a symptom 
of varying degrees of priority, have been analysed. A large 
proportion of these received a reasonably full investigation, 


especially the obscure cases, and in each one a determined 
attempt was made to find the cause. In 20 cases this was 
unsuccessful, sometimes because the patient refused investi- 
gation. The assessment of the cause also takes account of 
the response to treatment and the ultimate outcome. It 
should be emphasized that in order to simplify the picture 
all women who were pregnant were excluded. Moreover, 
the material is to some extent selected, all the cases having 
been first sifted by general practitioners ; so the findings, 
at least as regards the emphasis on individual conditions, 
may well be somewhat different from those of the general 
physician or dermatologist. 


Causes of Pruritus Vulvae in 254 Consecutive Cases (Pregnant Women 
Excluded) 
No. of Cases 


Trichomonas vaginitis (not proved roreiee aed in on 
but clinically typical) . 
Chronic cervicitis, cervical erosion, and polyp os a 

Trichomonas vaginitis Liane present en 

Other factors present . é 
Deficiency states . 

Vitamin B, deficiency 

Achlorhyd ria , 

Deficiency anaemia (iron or liver factors) . 
Psychogenic causes a 18 
Skin diseases not specific to ‘vulva—psoriasis, intertrigo, 

intra-epidermal earner etc... . 14 
Prolapse A ; ee os a at we 
=e tanneatihde vulvae sa sf ea be és 
Glycosuria, diabetes mellitus .. 

Fungus infection of the vagina and vulva 

Senile vaginitis + -- a 

Idiosyncrasy to chemicals (soap, “te dettol,”’ medicinal 
pessaries, contraceptives) ba ee a ie 

Allergic states 

Post-menopausal atrophic valitis 

Unknown : 


A few points which arise from oiiliiiaiis of this list 
call for special comment. 
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1. Vaginal Discharge 


Contrary to the usual statements, discharges rarely make 
the vulva itch unless the infecting organism is either 
Trichomonas vaginalis or one of the fungus group, usually 
Oidium albicans. Gonorrhoea and pyogenic infection of 
the vagina or vulva cause pain and tenderness rather than 
pruritus. Trichomonas infection is the leading cause of 
pruritus vulvae, especially in the child-bearing period. It 
can occur after the menopause, but is then less common. 
The pruritus is felt within the introitus as well as outside, 
and is usually worse post-menstrually. It may be out of all 
proportion to the amount of the discharge, which may be 
so slight that the patient does not mention or notice it. 
Trichomonas infection can persist in a mild chronic form 
for years, and that despite intensive treatment. Apart from 
thrush, pruritus vulvae is occasionally the result of other 
forms of fungus infection of the vagina and vulva. This 
may be difficult to demonstrate, and sometimes a clue to 
the diagnosis is obtained only by finding evidence of 
epidermophytosis of the hands and feet. If pregnant 


’ women had been included in the analysis the number of 


cases of monilia infection would undoubtedly have been 
larger. 

Chronic cervicitis, erosion, and cervical polypi are given 
as the significant finding in 28 cases, but on review a causal 
relationship to the pruritus is doubtful in most of them. 
In nine, for instance, the pruritus was almost certainly due 
to an associated unproved trichomonas or fungus vaginitis, 
and in at least six there is no evidence that the pruritus 
was better after radical treatment of the cervix. Indeed, 
considering how commonly cervical conditions cause dis- 
charge and how rarely they are associated with pruritus, 
it is open to question whether a discharge which is a true 
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leucorrhoea, or which is the result of cervical infection, 
ever causes pruritus vulvae. 


2. Glycosuria 


The fact that eight of this small series of previously 
selected cases proved to have glycosuria is significant. The 
diagnosis of diabetes may easily be missed if at the time 
of examination the patient has not eaten for several hours 
and the urine is temporarily free from sugar. If there is 
any.doubt about the cause of pruritus the only safe pro- 
cedure is a glucose-tolerance test. In glycosuria without 
diabetes the pruritus is nearly always the result of Oidium 
albicans infection, which thrives in the presence of a free 
supply of carbohydrate. The same is true of diabetes 
melliths, but there is the added possibility of pruritus 
being the result of peripheral neuritis or of chemical 
changes in the skin. The vulva in these cases presents 
a typical appearance, the tissues being slightly swollen and 
oedematous with a characteristic dusky blue or purple 
coloration. 


3. Psychogenic Causes 


A close relationship between the mind and the skin and 
the part played by psychological upsets in causing skin 
diseases are recognized by all. Many psychiatrists empha- 
size the sexual basis of mental disturbances, so it is little 
wonder that the skin of the vulva can become the site 
for manifestations of psychoneuroses. Some hold that 
nearly all cases of pruritus vulvae have a psychogenic 
basis, but there is a danger of the importance of this factor 
being exaggerated. In general, mental and emotional upsets 
should be accepted as causing pruritus vulvae only when 
every other possibility has been excluded. When they are 
merely contributory factors, as they often are, they usually 
cease to operate when other causes are removed. Among 
the common psychogenic causes may be mentioned guilt 
over masturbation, cancerophobia, fear of venereal disease, 
marital disharmony with an underlying desire to avoid 
coitus, or a scratch habit. 


4. Prolapse 


Prolapse either of the uterus or of the vagina seems to 
be a rare but none the less definite cause of pruritus. Con- 
sidering how common is prolapse, however, and how infre- 
quently pruritus is a symptom, it is natural to doubt the 
association, yet a few cases seem to be cured completely 
by a repair operation. However, the possibility that the 
cure is due to something incidental to the operation, such 
as sterilization of the vagina, rest in bed, or a psychological 
effect, cannot be excluded. 


5. Allergy and Drug Sensitivity 

Skin sensitivity to various chemical constituents of toilet 
preparations occasionally cause pruritus vulvae. Sometimes 
acetarsol, silver picrate, and other drugs used in the treaf- 
ment of trichomonas vaginitis are the cause of pruritus, or 
lead to its continuance after the original causal infection 
is under control. 

Apart from urticaria associated with the same condition 
elsewhere it is doubtful how far allergy is responsible for 
pruritus vulvae. The possibility has been much discussed 
and investigated in recent years, and is the basis of empiri- 
cal treatment with ergotamine and antihistamine drugs. 


Allergic reaction to the patient’s own sex hormones has , 


been blamed. Skin-sensitivity tests either with endocrine 
preparations or with other possible antigens are rarely 
helpful, however, and in my experience antihistamine drugs 
generally give unsatisfactory results. 


. MEDICAL Touma: 
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6. Leucoplakia Vulvae 

Our knowledge of the pathogenesis of leucoplakia Vulvae 
and kraurosis vulvae is as confused and insecure as it 
was forty years ago, when Berkeley and Bonney (1909) 
attempted to define them. There is a renewed tende 
to return to the older view that kraurosis is the ultimate 
atrophic phase of leucoplakia. If kraurosis is to be regarded 
as a condition of extreme atrophy affecting the introitus 
only and often associated with senile vaginitis, this can 
hardly be correct. Some writers even distinguish between 
leucoplakia and leucoplakic vulvitis, and Hunt (1943) 
regards leucoplakia as a form of lichen planus, The 
variation in views, few of them supported by Convincing 
evidence, is borne out by Savill (1940) and by Miller and 
others (1947), together with the discussion which followed 
this latter paper. 

In my experience kraurosis vulvae as originally described 
is very rare and does not cause pruritus but rather pain 
and dyspareunia ; this feature, which was emphasized long 
ago by Berkeley and Bonney (1909), tends to be overlooked. 
Nevertheless senile vaginitis, possibly associated with vulval 
atrophy, is occasionally associated with pruritus, which 
responds to oestrogen therapy. Leukoplakia, at least jp 
its hypertrophic phase, is not difficult to recognize. | 
affects the outer aspects of the labia and may spread to 
the perineum and around the anus, and is undoubtedly 
precancerous. It occurs at any age and does not bear 
any relation to ovarian function, so it is not improved by 
oestrogen therapy. There is good reason to believe that 
it may not be a specific entity but merely one type of skin 
reaction to many possible stimuli: prolonged scratching 
alone can produce somewhat similar skin changes. It is 
sometimes the result of vitamin A deficiency, and is also 
seen occasionally in various types of anaemia and in 
diabetes. One of the most typical cases of “ leucoplakia” 
I have ever seen was in a doctor’s wife who suffered from 
vitamin B deficiency as a result of a diet which consisted 
almost entirely of a few water-biscuits a day. The adminis- 
tration of riboflavin quickly restored the vulval skin to 
normal. The nine cases of leucoplakia shown in the list 
were “iodiopathic ” in the sense that an underlying cause 
was not demonstrated ; there were five other cases in which 
the leucoplakic skin changes were considered secondary to 
other causes, and they appear under other headings. 

One of the most obscure types of pruritus is that 
in which the irritation is localized to a very discrete 
area of thickened pale skin usually situated on one 
labium majus. It may be mistaken for leucoplakia, 
although hyperkeratinization and cracking are not pro- 
nounced features. It responds badly -to treatment— 
even to excision—and is probably a form of localized 
neurodermatitis with lichenification. 


7. Deficiency States 


One of the greatest advances of recent years is the 
recognition that various deficiency states can cause pruritus 
vulvae, and the development and details of this knowledge 
are set out in papers by Swift (1932, 1936), Wright (1944), 
Stannus (1944), Hughes (1946), and Whitfield (1947). These 
authors aré concerned mainly with the effect of vitamin A 
and various members of the vitamin B, complex. Other 
agents may operate, however, and among these may be 
mentioned iron, liver factors, and possibly other vitamins. 
Pruritus vulvae is therefore occasionally a manifestation of 
hypochromic or hyperchromic anaemia ; it then responds 
quite dramatically to the specific treatment of these condi- 
tions. The lesions produced in the vulva vary from slight 
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reddening or pallor and oedema to typical leucoplakia. As 
might be expected, other evidences of deficiency states, 
such as glossitis, cheilosis, and angular stomatitis, are often 
found in these cases. It is of interest to note that the 
scrotum, which is homologous with the labia majora, is 
also the seat of “ dermatitis ” in ariboflavinosis (Frankland, 
1948). 

If obvious local causes such as trichomonas infection are 
excluded, deficiency states can be shown to be responsible 
for approximately 20% of the cases of pruritus vulvae. In 
this country they rarely arise as a result of gross dietetic 
errors, but such should be looked for, especially in elderly 
women living alone. More often they are due to some dis- 
turbance of the alimentary tract which interferes with bio- 
synthesis or with absorption. The most important factor in 
this respect, and one whose significance was first pointed out 
by Swift (1932, 1936), is achlorhydria, which is presumed 
to act by interfering with the absorption of vitamin A 


and iron. 





Achlorhydria 


During the last ten years the investigation of cases of 
obscure and intractable pruritus seen in private or hospital 
practice has included a fractional test meal, and the details 
of 46 women (including the 13 mentioned in the private 
series) with histamine-fast achlorhydria are available. 
The mere finding of achlorhydria, which is common in 
women of advancing years, does not of course prove that 
it was the cause of pruritus, but the response to treatment 
suggests that in the majority it was. In four of the cases 
the skin lesion was typical leucoplakia ; in others there was 
pallor or reddening of the labia majora with secondary 
changes due to scratching. Although the vulva was the 
main site of the pruritus the perianal skin was also involved 
in some cases. A significant degree of hypochromic 
anaemia was often present. All these patients were 
given acid. hydrochlor. dil. by mouth, and iron prepara- 
tions when necessary, but no other general or local treat- 
ment, and the immediate results were as follows: cured, 
34; slight relief, 1 ; unknown, 4; no response, 7. 

Leucoplakia was present in two of the seven failures, 
and excision was required ; in another case monilia infec- 
tion explained the itching. It seems reasonable to con- 
clude that in some of these seven and in the one with only 
partial relief the achlorhydria was probably merely coinci- 
dental, because the usual response to treatment is striking, 
even dramatic. Women who have had intolerable itching 
for years get complete relief within one to two weeks. 
One constant feature, however, is that an associated pruritus 
ani is not relieved to the same extent. ° 

In order to determine the ultimate effect all of the 34 
“cured” cases have been followed up. The findings are 
as follows: 


Permanent cure for 1 to 8 years .. - .. 25 cases 
Died from intercurrent disease oa os so. Lense 
Not traced ~. 2080s 


Relapsed and did not Tespond to further treatment 6 cases 


Some of those permanently cured report that they need 
to continue taking hydrochloric acid, otherwise the itching 
returns at once; this is what one might expect. Others, 
however, after regular treatment for a few months have 
been able to discontinue taking the acid for long intervals 
—even years—without a return of pruritus. This is an 
extraordinary phenomenon which is not explained by pre- 
sent knowledge but is confirmed by Hyams and Bloom 
(1947). Also interesting are the six women who were 
initially cured but did not get relief from the same treat- 
ment when symptoms recurred. One of these was ultimately 


cured by an operation for prolapse ; another can be kept 
comfortable only by periodic blood transfusions. In her 
case hypochromic anaemia persists or recurs despite the 
administration of hydrochloric acid and iron. 

Opinions differ about the relative importance of achlor- 
hydria as a cause of pruritus vulvae. Swift (1936) origin- 
ally stated that it is responsible for all cases of leucoplakia 
and kraurosis ; Haultain (1948) says that it is present in 
30% of cases of leucoplakia ; while Hyams and Bloom 
(1947) put the figure at 60%. Méiller et al. (1947), however, 
deny it any significant place in the aetiology of leucoplakia 
vulvae. In my experience it accounts for approximately 
20% of cases of “ pruritus” for which there is no obvious 
local cause, and is present in about one-third of women 
who have what I regard as real leucoplakic changes in the 
vulval skin. In these the vulval lesion is not always 
reversed by the administration of hydrochloric acid. More- 
over, and despite the statement of Hyams and Bloom (1947) 
to the contrary, Aypochlorhydria is rarely, if ever a 
significant finding in pruritus vulvae, and the acid deficiency 
must be complete if it is to operate. The fact that leuco- 
plakia in association with achlorhydria is often not cured 
by administering acid raises the question whether it repre- 
sents a skin reaction which has progressed so far as to be 
irreversible. Such a concept is in keeping with the obser- 
vations of Stannus (1944) to the effect that in ariboflavinosis 
the essential pathology is capillary damage, and that the 
vascular disturbance may lead ultimately to permanent skin 
changes. 

Even when dietetic errors and alimentary upsets are 
excluded there still remains the possibility of a local tissue 
deficiency to account for some cases of pruritus vulvae. 
This might occur, for instance, if the blood supply is 
inadequate ; and the question then arises whether surface 
ischaemia in leucoplakia is the cause or the result of poor 
nutrition to that area. Deficiency states, vascular distur- 
bances, and pruritus have some close association. A vascu- 
lar upset is often the basis for itching, as, for example, in 
urticaria and in varicose veins of the legs, the latter being 


accompanied by faulty nutrition to the skin. It is tempting. 


to suggest that venous stasis is the significant lesion when 
pruritus vulvae seems to be caused by prolapse. The view 
that some local circulatory factor may cause pruritus vulvae 
is also supported by the fact that when the vulva is excised 
for leucoplakia healthy skin brought from other sites to 
cover the area often undergoes leucoplakic changes. 


Even when the supply of essential factors is normal the 
local tissues may be unable to utilize them, and in this 
connexion it is interesting to note that it has been suggested 
that diabetes mellitus can produce pruritus by interfering 
with the utilization of vitamins by the skin or by 
promoting their rapid excretion. Carrying the argument 
further, it may be pointed out that when senile states cause 
pruritus vulvae the nutritive factor which is absent is 
oestrogen. 

The only types of pruritus which are difficult to account 
for on the basis of a general or local nutritional deficiency 
are those due to trichomonas and fungus infection. It may 
be postulated, however, that, since these infections are so 
specific in their pruritus-producing character, perhaps the 
organisms concerned have a special metabolism which 
deprives the host tissues of some vital factor. They or 
their metabolic products may act as antivitamins or 
toxamins ; this suggestion is purely hypothetical, but its 
validity deserves serious inquiry. 

One of the difficulties in accepting the concept of poor 
nutrition of the tissues as the basis of pruritus vulvae is 
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that, with the exception of those cases which show a posi- 
tive therapeutic test, there is little concrete evidence to sup- 
port it. In some of our cases Professor R. A. Morton 
kindly carried out estimations of the amount of carotene 
and vitamin A in the plasma, and in none was any signifi- 
cant decrease demonstrated. This agrees with the findings 
of Porter and Godding (1945) in relation to various skin 
disorders, and with those of Miller and others (1947) and 
Hyams and Bloom (1947) in respect of leucoplakia vulvae. 
The last-named workers were also unable to demonstrate 
any biochemical evidence of vitamin C and vitamin B, 
deficiency. The negative findings in regard to vitamin A, 
however, are not necessarily conclusive, because it is now 
known that the plasma content of this vitamin remains 
normal for very long periods after it has been completely 
withdrawn from the diet (Glover, Goodwin, and Morton, 
’ 1947) and is not easily altered by administering vitamin A. 
Moreover, local deficiency states, if present, cannot be 
demonstrated by examination of the blood and urine. 


Management and Treatment 


From the foregoing it is clear that the most important 
part of the management of pruritus vulvae is a thorough 
investigation to find the cause. This necessitates taking a 
very careful history and making a full physical examina- 
tion, and the minimum requirements as regards special tests 
are: (a) repeated examination of fresh vaginal swabs for 
trichomonas and Ojidium albicans and other fungi ; (6) frac- 
tional test meal; (c) full examination of the blood; 
(d) glucose-tolerance test; and (e) biopsy of vulval skin 
in selected cases. Unless a cause can be found treatment 
is mostly unsatisfactory. 


Antipruritic ointments are of little use except as tem- 
porary measures and perhaps to break the scratch habit. 
The injection of local analgesics gives disappointing results, 
and the division of all cutaneous nerves is usually short- 
lived in its effect. The place of radiotherapy in the treat- 
ment of pruritus vulvae is very strictly limited and should 
be used only as a last resort and after very careful con- 
sideration. Although it may give relief by a mechanism 
unknown, the pruritus, if caused by a persisting factor, 
usually returns. Moreover, x rays and radium are apt to 
produce permanent skin damage, which can itself be the 
cause of intractable pruritus. Oestrogen therapy is useless 
except when there is clear evidence of failure of ovarian 
function, and it may even be dangerous in precancerous 
lesions such as leucoplakia. 

Leucoplakia appears to be helped sometimes by emol- 
lients (including cod-liver oil) and also by the local appli- 
cation of heat as suggested by Savill (1940), the idea being 
to improve blood supply. Often, however, nothing short 
of vulvectomy is of real value, and this should not be 
deferred too long, because of the possibility of malignant 
disease. Excision is of limited value except for clearly 
demarcated lesions such as leucoplakia, and even then there 
is a tendency for the condition to recur in the surround- 
ing areas. Unless there is evidence of achlorhydria, gross 
dietetic errors, or other lesions characteristic of a deficiency 
state, the empirical administration of vitamin preparations 
even in massive doses is rarely helpful, despite a few enthu- 
siastic reports to the contrary. Moreover, if, as postu- 
lated above, any deficiency state in these cases is of local 
origin it is unreasonable to expect a response from such 
medication. 

Throughout this paper the emphasis has been on the 
obscure and difficult cases of pruritus vulvae, and the 
same is true in regard to treatment. Lest it convey too 
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gloomy a view of the general picture it is perhaps fittj 
to conclude by emphasizing that even in the present state 
of knowledge a definite organic cause amenable to treat. 
ment can be found in not fewer than four out of every five 
women who complain of pruritus vulvae, and in not more 
than 5% is it impossible to give real relief by one means 
or another. 
REFERENCES 
ae.” C., and Bonney, V. (1909). British Medical Journal, 2 


Frankland, A. W. (1948). Ibid., 1, 1023. 
Ganado, W. (1945). Ibid., 1, 141. 
Glover, x Goodwin, T. W., and Morton, R. A. (1947). Biocheiy, 


Goldsmith, W. N. (1939). Practitioner, 142, 36. 

Haultain, W. F. T. (1948). Amer. J. Obstet. Gynec., 55, 698. 

Hughes, W. (1946). British Medical Journal, 2, 85. 

Hunt, Elizabeth (1943). Diseases Affecting the Vulva, 2nd eq. 
Kimpton, London. 

Hyams, M. N., and Bloom, H. O. (1947). Amer. J. Obstet, Gynec.’ 


3, , 

KSnigstein, H. (1936). Wien. klin. Wschr., 49, 815. 

MacCormac, H., Sandifer, P. H., and Jelliffe, A. M. (1946). British 
Medical Journal, 2, 48. . 

Miller, N. F., Parrott, M. H., Stryker, Joan, Riley, G. M., and 
Curtis, A. C. (1947). Amer. J. Obstet. Gynec., 54, 543. 

Poste, A., and Godding, E. W. (1945). British Medical Journal, 1. 


0. 
Rosenthal, S. R., and Sonnenschein, R. R. (1948). Amer. J. Physiol., 


155, 186. 
Savill, Agnes (1940). Brit. J. Derm., 52, 321, 353. 
Stannus, Th. S. (1944). British Medical Journal, 2, 103, 140. 
Swift, B. H. (1932). Med. J. Aust., 2, 541. 
—— (1936). J. Obstet. Gynaec. Brit. Emp., 43, 1053. 
Walshe, F. M. R. (1942). Brain, 65, 106. 
Whitfield, R. G. S. (1947). British Medical Journal, 2, 164. 
Wright, E. J. (1944). Ibid., 2, 352. 








RELIEF OF POST-OPERATIVE PAIN AND 
ITS INFLUENCE ON VITAL CAPACITY 


BY 


H. E. POOLER, M.B., D.A. 
Senior Anaesthetist, Chesterfield Royal Hospital 


It has been recognized for many years that post-operative 
pulmonary complications occur much more frequently 
after surgical operations involving the upper abdomen than 
after those on other parts of the body (King, 1933: 
Campbell and Gordon, 1942). It is indeed significant that 
we are now more likely to hear the expression “ post- 
operative chest” than the more old-fashioned “ post- 
anaesthetic pneumonia.” 

In Table I is shown the incidence of post-operative 
pulmonary complications in a series of 5,869 anaesthesias. 
These were all personally administered and examined post- 
operatively by me, thus introducing a reasonably constant 
factor and ensuring that approximately the same minimum 
of abnormal physical signs in a chest qualified it for the 
label “ pulmonary complications.” 


Tasie I.—Post-operative Pulmonary Complications 











Site of Operation No. of Cases Pulmonary Complications 
Upper abdomen as 331 63 (19°%) 
Lower abdomen id 1,334 145 (10-9%) 
Outside abdomen*® a 4,204 29 (0-7%) 
Total a 5,869 











* Does not include thoracic surgery. 


Why this high incidence of pulmonary complications 
following abdominal operations and especially those on the 
upper abdomen ? Langton Hewer (1948) lists several maip 
causes of post-operative lung complications, including 
“impaired respiratory. movements after operation and 
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reluctance of the patient to cough.” It seems reasonable 
to conclude that the impaired movement and reluctance 
to cough are conditioned to a large extent by the pain 
elicited by these efforts. : 

Observation in the surgical wards will soon convince 
anyone that operations involving interference with the 
abdominal walls are much more productive of these condi- 
tions than are operations remote from the abdomen, and 
that the nearer the operation is to the diaphragm the more 
reluctant is the patient to cough and the greater is the 
impairment of respiratory movement, hence the greater 
likelihood of pulmonary complications. 

Churchill and McNeil (1927) and later Powers (1928) 
showed that an upper abdominal operation lowered the 
vital capacity on the first post-operative day to 25-30% 
of the original volume, lower abdominal operations to 
50% of the original volume, but operations on the limbs 
had little effect on vital capacity. 

Table II shows some of the results obtained by me. 
They are quite typical of our usual findings. A portable 
spirometer (pneumometer) was used, and the patient was 
placed in approximately the same position in bed for all 


readings. 





























TABLE II 
ies 2a Xe 
| ! > 
Pre- - P — 4 eo 
* rativ 
Operation Sex |Age Oeil’ irst-day 5 & 2 
Ca; city Vital 9 30 
x o> 
1. Subtotal gastrectomy M | 45 | 2,700 c.cm.| 900c.cm.| 34 
_ » ” M | 47 | 2,500 ,, o 40 
3. “ “ M |} 49 | 2,500 ,, 600 ,, 24 
5 4. Cholecystectomy F | 531,700 ,, 600 ,, 35 
3 | 5. Nephrectomy .. |M | 12 }2,000 ,, 7 6s 35 
6. Ileo-colic short circuit; .. | M | 66 | 2,000 ,, 1,200 ,, 60 
5 § | 7. Uterine ventral suspension | F | 21 |2,500 ,, | 1,600 ,, 74 
$6 8. Millin type prostatectomy | M | 68 | 2,000 ,, 1,000 ,, 50 
3 9. Gallie repair R.I. hernia | M | 53 | 2,500 ,, 1,600 ,, 74 
3 10. Appendicectomy  (para- 
median incision) M | 50 | 2,900 ,, 1,600 ,, 55 
Extra- 11. Meniscectomy*® M | 21 | 4,200 ,, 5,000 ,, 125 
abdomen ‘) 12. Meniscectomy* M | 39 | 4,000 ,, 4,000 ,, 100 





*It is interesting to note that the pre-operative vital capacity of Case 11 was 
measured half an hour after his premedication with ‘‘ omnopon,” gr. 4 (22 mg.), 
and scopolamine. gr. 1/150 (0.43 mg.), and that the post-operative readings of 
both Cases 11 and 12 were taken only ten hours after operation. 


Lassen (1938-9) published similar figures. While he 
agrees that the fear of pain caused by coughing and deep 
breathing plays some part, he believes the chief factor is 
reflex muscle spasm, since the exhibition of morphine does 
not increase the post-operative vital capacity. 

Morphine is still our great standby for the relief of 
pain, and in the absence of some, strong contraindication 
no one would deny the drug to any patient after a severe 
operation. No doubt in vast numbers of cases it does a 
great deal of good and no harm. But morphine is well 
recognized as a respiratory depressant, so it cannot be an 
ideal drug to relieve pain when it is also desirable to 
increase pulmonary ventilation. With this latter factor 
in mind it was decided to try other methods of relieving 
post-operative pain, especially after upper abdominal 
operations. Apart from Lassen’s work I have been unable 
to trace any literature dealing with the effect of sedative 
drugs on the post-operative vital capacity. In his article 
the only drug mentioned is morphine, and this very briefly. 
After some thought it was decided to use procaine in the 
form of an intravenous drip. Intravenous drip procaine 
had already become a recognized therapeutic measure 
(Lundy, 1942 ; Gordon, 1943 ; Graubard ef al., 1947, 1948). 
It was felt that the dilute solutions required to produce 
general analgesia would not produce any significant 


decrease in muscle tone, especially in view of the well- 
known fact that sensory anaesthesia is normally established 
before appreciable muscular paralysis occurs when dilute 
procaine solutions are used for nerve-blocking. 

At first all that was sought was to produce a quick 
analgesia, then to encourage the patient to cough until 
sputuin was produced, and then to carry out the routine 
breathing exercises as taught to him pre-operatively by the 
physiotherapist. This proved very satisfactory so far as it 


‘went. It was surprising, and most gratifying, to see the 


amount of sputum produced by a patient who had not 
previously complained of chest symptoms and had not 
experienced any desire to cough. It was felt that this 
routine of coughing followed by deep breathing must be 
preventing the onset of many petential areas of scattered 
atelectasis, and quite likely was clearing up some patches 
of collapse already established. 

The technique used was a slow intravenous drip of 1% 
procaine in normal saline ; the rate of the drip was care- 
fully increased until the patient’s pain was considerably 
relieved or until he complained of subjective symptoms 
such as “ feeling light-headed” or “feeling dizzy.” In 
practice these subjective symptoms always coincided with 
considerable relief of pain. In an average-sized adult this 
point was reached in about 5-10 minutes after the infusion 
of 15-20 ml. of the 1% solution. The drip was then slowed 
down and the coughing routine instituted. This technique 
necessitated the personal supervision of the anaesthetist, 


as it was obvious that the intravenous use of 1% procaine | 


was not without its dangers and the well-known vagaries 
of intravenous drips precluded anything but continuous 
observation. In a hospital where anaesthetists are rather 
at a premium this technique could not be carried out on 
many patients. 

The following three case reports are typical of the results 
obtained and indicate that the procedure is well worth 
while, despite the disappointing effect on the vital capacity 
after pain relief. As will be seen, the increase of vital 
capacity was not impressive. 


Case Reports : Technique I 

Case 1.—Man aged 45. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1.7 g., 
N,O+O0,, and d-tubocurarine, 25 mg. Duration: two hours 
and ten minutes. Pre-operative vital capacity: 2,700 c.cm. 
Post-operative vital capacity: first day, 900 c.cm. (34% of 
pre-operative value). He already had a “rusty” sputum, and 
rales were heard in all areas. There was considerable pain, 
aggravated by coughing or attempted deep breathing. The 
intravenous drip transfusion of 1% procaine completely re- 
lieved his pain, enabled him to cough up a considerable amount 
of rusty mucopurulent sputum, and apparently enabled him to 
take deep breaths in comfort, but the vital capacity was in- 
creased by only 400 c.cm. to 1,300 c.cm.—that is, only 47% 
of its pre-operative value, a gain of 13% on the first post- 
operative reading. 

Case 2.—Man aged 47. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1.5 g., 
N.O+0., and d-tubocurarine, 30 mg. Duration: two hours and 
five minutes. Pre-operative vital capacity: 2,500 c.cm. Post- 
operative vital capacity: first day, 1,000 c.cm. (40% of pre- 
operative value). Pain was fairly severe, and was much aggra- 
vated by attempted deep breathing. Intravenous transfusion 
of 1% procaine almost completely relieved his pain. Strong 
but painless coughing produced thick viscid sputum. Vital 
capacity increased by 200 c.cm. to 1,200 c.cm., or 48% of the 
pre-operative value—a gain of 8% on the first post-operative 
reading. : 

Case 3.—Man aged 49. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1.75 g., 
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N,O+O, (minimal cyclopropane during closure of peritoneum), 
and d-tubocurarine, 35 mg. Duration: two and a half hours. 
Pre-operative vital capacity: 2,500 c.cm. Post-operative vital 
capacity: first day, 600 c.cm. (24% of pre-operative value). 
Great deal of pain, much aggravated by attempted deep breath- 
ing. Intravenous transfusion of 1% procaine greatly relieved 
the pain. Vital capacity increased by 200 c.cm. to 800 c.cm., 
or 32% of pre-operative value—a gain of 8% on the first pre- 
operative reading, 

No serious subjective symptoms were encountered while 
using this technique. The initial drip is given very slowly, 
so that a patient with an idiosyncrasy to the drug would 
show mild warming symptoms before enough had been 
infused to do him real harm. Johnson and Gilbert (1946) 
have shown that reactions to procaine occurring during 
drip transfusions of the drug are easily controllable and 
need not be alarming.. Using a 1% solution of procaine 
to obtain obstetric analgesia, they carry a patient into a 
semiconscious state for the actual delivery. Such dosages 
as “8 g. in 6 hours, 9.5 g. in 8 hours, and 9.7 g. in 84 
hours” illustrate the distance we have travelled since the 
time when intravenous injection of a local analgesic was 
looked upon as a serious accident occurring occasionally 
during the production of regional analgesia. 

Since the publication of Barbour and Tovell’s (1948) 
experiences using a 0.1% solution of procaine, with an 
average adult dosage of 1 g. in one hour for the treatment 
of many different pathological conditions, I have used a 
similar technique for the relief of pain after upper 
abdominal operations. The advantages are that subjective 
symptoms of overdosage rarely occur and the patient need 
not be under personal supervision after the first few 
minutes. Actually, despite the greater dilution, the patient 
receives a much bigger dose, which appears to be a good 
deal more effective. The relief from pain is more lasting. 
With the use of Technique I (1% procaine) the patient 
obtains good relief for two to three hours. With 
Technique II (0.1% procaine) the relief lasts as long as 
six to eight hours. 

The solution used is procaine, 1 g. in 1,000 ml. of 5% 
dextrose in normal saline. The procaine should not be 
mixed ,with the dextrose saline until required, as the 
resultant solution becomes discoloured after a few hours. 
The effect on the vital capacity is still disappointing, but 
is rather better than that achieved by Technique I, as the 
following typical case reports indicate. 


Case Reports: Technique II 

Case A.—Man aged 36. Subtotal gastrectomy for chronic 
duodenal ulcer. Anaesthetic: soluble thiopentone, 1.7 g., 
N,O+0O,, and d-tubocurarine, 22.5 mg. Duration: two hours. 
Pre-operative vital capacity: 3,000 c.cm. Post-operative vital 
capacity: first day, 1,100 c.cm. (37% of pre-operative value). 
Not severe pain—complete relief after 1 g. of procaine, given 
in one hour by intravenous drip transfusion. Vital capacity 
increased by 500 c.cm.'to 1,600 c.cm., or 53% of pre-operative 
value—a gain of 16%. Post-operative vital capacity: second 
day, 1.800 c.cm. (60% of pre-operative value). After 1 g. of 
procaine by intravenous drip, vital capacity increased to 2,100 
c.cm., or 70% of: pre-operative value—a further’ gain of 10%. 

Case B.—Man aged 46. Subtotal gastrectomy for recurrent 
gastric ulcer following partial gastrectomy three years previ- 
ously. Anaesthetic: soluble thiopentone, 1.5 g., N,O+O,, and 
d-tubocurarine, 30 mg. (+mihimal cyclopropane during main- 
tenance to overcome hiccup). Duration: three hours. Pre- 
operative vital capacity: 3,000 c.cm. Post-operative vital 
capacity: first day, 1,100 c.cm. (37% of pre-operative value). 
Not severe pain, but complete relief after 1 g. of procaine in 
intravenous drip over one hour. Vital capacity increased by 
400 c.cm. to 1,§00 c.cm., or 50% of pre-operative value—a gain 


—— 
of 13%. Post-operative vital capacity: second day, 1,500 ccm. 
(50% of pre-operative value). After 1 g. of procaine the Vital 
capacity increased to 1,800 c.cm., or 60% of pre-operative Value 
—a gain of 10%. 

Case C.—Man aged 52; a case of jejunal ulcer and gastro- 
colic fistula. Operation: undoing of 20-year-old gastro- 
jejunostomy, closure of gastro-colic fistula, and subtotal 
gastrectomy. Anaesthetic: soluble thiopentone, 1.75 g. 
N,O+0,, and d-tubocurarine, 30 mg., with occasional smal] 
doses of cyclopropane to secure quiet respiration during diffi. 
cult surgical manipulation. Duration: three hours and tep 
minutes. Pre-operative vital capacity: 2,400 c.cm. Pog. 
operative vital capacity: first day, 1,000 c.cm. (41% of pre- 
operative value). Rather severe pain much aggravated by 
attempted deep breathing. No desire to cough. Good relief 
obtained by procaine, | g., in intravenous drip over one hour. 
No sputum produced by coughing. Deep breathing now almost 
painless. Vital capacity increased by 500 c.cm. to 1,500 c.cm. 
or 62% of pre-operative value—a gain of 21%. ’ 

Case D.—Man aged 67. Repair of perforated duodenal ulcer, 
Anaesthetic: soluble thiopentone, 0.5 g., N.O+0O,, and d-tubo- 
curarine, 15 mg. Duration: 25 minutes. Pre-operative vital 
capacity: unknown. Post-operative vital capacity: first day, 
1,000 c.cm. Severe pain. Great relief after 1 g. in intravenoys 
drip over one hour; coughing then produced copious sputum. 
Vital capacity increased to 1,200 c.cm. Post-operative vita] 
capacity second day, 1,400 c.cm. No abnormal physical signs 
in the chest. There can be little doubt that this patient would 
have developed major pulmonary complications if he had not 
been able to expectorate freely on his first day. 

For each case a vital capacity chart (a specimen of which 
is illustrated) is filled in, as well as the usual “ Copeland. 
Chatterson ” record card. 


Conclusion 


From the work done so far it would seem that Lassen 
(1938-9) is right when he asserts that the post-operative 
lowering of vital capacity is not altogether due to the fear 
of increase of pain on deep breathing. If this were the 
whole story, then complete relief of pain should restore the 
vital capacity to its normal volume, but this by no means 
happens. If, as seems likely, Lassen’s assumption that 
reflex muscle spasm is the chief factor is correct, then some- 
thing more than the abolition of conscious pain is required. 
In fact, it is likely that only by interrupting the reflex arc on 
its afferent side can we abolish this muscle spasm and still 
leave the muscles under full voluntary control, thus enabling 
the patient to take the deep breath required to produce 
his normal vital capacity. 

Since writing the above I have had the opportunity of 
reading an article by McCleery, Zollinger, and Lenahan 
(1948) in which they have shown that a significant increase 
of the post-operative vital capacity can be achieved, after 
upper abdominal operations, by injection of the sixth to 
the eleventh intercostal nerves with a slowly absorbed solu- 
tion of 1:1,000 “ nupercaine ” in peanut oil. They claim 
that injection in the mid-axillary line does not interfere 
with the motor supply to the intercostal muscles. This 
procedure should not only relieve pain but should also 
break the reflex arc on the afferent side, yet the average 
increase of the vital capacity was still only 16 to 17%, 
which is not much above the average increase obtained with 
intravenous procaine (12 to 13%). 

It seems not unreasonable to conclude that if we could 
hold a post-operative vital capacity at its pre-operative 
volume we should considerably reduce the incidence of 
post-operative pulmonary complications. But that this 
would not complete the story was shown by Rees-Jones 


(1941), who demonstrated that during the first 24 hours, 


after an abdominal operation either the diaphragm on the 
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ipsilateral side was fixed or its excursion very much reduced, 
while on the contralateral side movement was free ; yet 
the only case in his series to develop pulmonary complica- 
tions produced a lower-lobe atelectasis on the contralateral 


side. 
Summary 


The incidence of pulmonary complications following upper 
abdominal operations remains high. 

After an upper abdominal operation the vital capacity is 
regularly decreased to the region of 35% of its pre-operative 


volume. 

Intravenous drip procaine is an excellent method of relieving 
post-operative pain in cases in which it is important not to 
decrease pulmonary ventilation. 


There is evidence that some increase of vital capacity follows 
the relief of post-operative pain by this method in abdominal 
cases. This increase, however, is so small that it is suggested 
that other theoretical causes for the lowered vital capacity need 


investigation. 
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LOW-SALT DIET IN TREATMENT 
OF HYPERTENSION AND HYPERTENSIVE 
HEART DISEASE* 


BY 
H. O. BANG, M.D. 


P. BECHGAARD, M.D. 
AND 


A. LEVIN NIELSEN, M.D. 


(From Medical Depar‘ments 2 and 7 of the Municipal Hospital, 
Copenhagen) 


The treatment of heart disease and hypertension has of 
late attracted much attention, thanks especially to papers 
by Allen and Sherrill (1922), Schroeder (1941), Schemm 
(1942), and White er al. (1946). Kempner (1944) claimed 
to have seen an exceptionally favourable response of hyper- 
tension to his salt-poor “ rice diet.” The favourable effect 
on these diseases was, however, observed far earlier by 
Karell (1866), Achard and Loeper (1901), and Widal and 
Lemierre (1903). In Denmark, Finsen (1904) proposed a 
low-salt diet in diseases associated with oedema. Accord- 
ing to recent American experiences a rigorous restriction 
of the salt content of food (under 0.75 to 1 g. of NaCl 
daily) is necessary, at least in the case of hypertension. 





*Read before the Scandinavian Congress of Medicine, Copenhagen, 
en June 30 


Present Investigation 


Our object has been to test the above American results. 
In particular we have tried to prove that sodium chloride 
alone is the deciding agent and that the possible favour- 
able response to the dietary treatment is not due to other 
factors, such as confinement to bed and rest in hospital. 

Diet.—Originally we used a diet containing about 2,500 
calories, but we soon had to reduce it to about 2,000 
calories, the patients being unable to eat it all: The solid 
food consists of : 


Morning: 45 g. white bread (salt-free), 10 g. butter (salt-free), 
5 g. sugar, 1 g. tea. 

Either simultaneously or later in the morning: 25 g. oatmeal 
(as porridge, cooked without salt), 5 g. sugar, 125 g. stewed 
fruit. 

Supper: 100 g. white bread (salt-free), 30 g. butter (salt-free), - 
half an egg, 50 g. tomato (or 100 g. apple or 10 g. cucumber), 
25 g. fresh meat (or 20 g. fish), 10 g. lemon juice with 10 g. 
sugar (or 50 g. juice in water). 


Dinner consists of fruit jelly as the first dish (without 
milk), and boiled or fried (in salt-free butter) fish or meat, 
with vegetables and potatoes afterwards. The composi- 
tion of the diet per day, calculated after Sherman’s tables, 
appears to be : sodium 262 mg., chlorine 385 mg., calcium 
254 mg., iron 7.9 mg., with protein 50 g., fat 88 g., and 
carbohydrate 258 g., giving 2,019 calories. The diet is 
insufficient with regard to calcium, and perhaps vitamin B 
and iron. During the experimental periods we added daily 
doses of vitamins A and D and gave a weekly injection of 
a vitamin B preparation. 

Material—tThe series consisted of 26 patients, all 
admitted to the Municipal Hospital, Copenhagen. They 
presented such a degree of hypertension that after a fort- 
night’s confinement to bed they still had a systolic blood 
pressure above 180 mm. Hg and/or a diastolic pressure 
above 120 mm. Hg. Seven of the patients were men and 
19 women, with ages ranging between 45 and 71 years 
(average 59). Their hypertension had been recognized 
from well over 1 year up to 14 years previously. None 
of the patients seemed to suffer from the rapidly progres- 
sive malignant form of hypertension. The hypertension 
was in most cases complicated by heart disease (possibly 
with insufficiency), retinopathy, or nephropathy. In the 
accompanying table the patients have been grouped accord- 
ing to diagnosis, with the uncomplicated cases at the top, 
and then the different complications in order of increasing 
severity. Patients whose urea clearance was less than 50% 
of the normal value have been entered under a diagnosis 
of nephropathy. None of the patients had had syphilis 
or rheumatic fever. 

Experimental Period.—During the preliminary fourteen 
days the blood pressure was measured frequently, and 
patients in whom it fell below the above limits were not 
submitted to treatment. A number of the less severe cases 
were therefore excluded. Four days before starting treat- 
ment with the low-salt diet we began to take the blood 
pressure of each patient in the morning; preferably this 
was done by the same physician, at least three times. The 
blood-pressure values are based on the lowest recorded 
for each day. The values stated in the table are means for 
the last four days. Column I gives means for the pre- 
liminary period, column II for the low-salt-diet period, and 
column III for the control period of high salt intake. During 
the preliminary period we measured the chloride and 
nitrogen excretion daily for two or three days. Ophthal- 
moscopy was carried out, as well as radiography of the 
heart, electrocardiography with precordial deflection, 
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estimations of serum chloride, serum bicarbonate, and 
blood urea, and in most cases urea clearance. The urine 
was examined microscopically in all cases, and finally the 
patients were submitted to a general clinical examination. 
During the low-salt-diet period the daily chloride and 
nitrogen determinations were continued, while the remain- 
ing examinations were performed once a week. The 
patients were weighed not less than twice weekly, often 
daily. This period lasted from 10 to 51 days (average 
15.8 days). 

Control Period.—After the expected fall in the blood 
pressure had occurred and stable conditions seemed to have 
been attained, we—without making other changes, and 
unknown to the patient—added 4.5 g. of sodium chloride 
to the diet in order to see the effect on blood pressure, 
weight, and the subjective symptoms. To avoid any 
suggestive effect of the salt addition the patients had pre- 
viously been given “dummy tablets” every day. Only 
two of the patients discovered the change, and then only 
just before the end of the control period. The control 
period lasted from 5 to 15 days (average 8.4 days). In three 
cases with a blood-pressure fall during the low-salt period 





in a single case as much as 17.4 kg., or 20% of the 
weight. During the following period with the addition 
of salt all the patients except two gained weight, but only 


from 0.1 to 1.9 kg., the patients with oedema not having 


been submitted to this control treatment. The gain in 
weight, like the preceding weight loss, occurred in the first 
few days after the change. The four patients whose blood 
pressure did not rise during the salt treatment put on 0.6 
0.7, 0.9, and 1.9 kg. respectively—in others words, the enshe 
as the others. 

Prior to the low-salt-diet period the urine contained 2 to 
6 g. of chloride daily. During this period it fell to 0,3 to 
0.5 g. daily, to rise again a few days after the addition 
of sodium chloride to 1 to 3 g., in conformity with 3 
chloride content of about 2.7 g. in the salt added. The 
nitrogen excreted in the urine during the entire course of 
treatment varied from 3 to 7 g. daily, dependent on the 
patient’s appetite, the diet not being poor in protein. The 
serum chloride concentration generally showed a slight fall 
to low normal or slightly subnormal values. The bicar. 
bonate concentration in serum remained normal, as also 
did the blood urea. 


Blood Pressure of 26 Hypertonic Patients during Low-salt-diet Treatment, and During a Control Period with Addition of Sait 
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etait ~_— . ae Blood Pressure Weight (kg.) 

orbus epnro- ncephalo-|- 

No. Sex Age | cordis pathy pathy Preliminary Low-salt Control Period Response 

I 0 lll 
Period Period with Salt Intake 
I II mW 
1 P 44 206/124 125/75 145/91 63-5 1-8 +0°5 + 
2 F 56 210/129 206/115 216/115 60-0 +11 +05 ba 
3 F 190/111 136/82 156/87 60-5 —2:8 +2:3 + 
4 F 50 250/165 147/101 182/104 99-8 —2:8 —0°5 + 
5 F 58 + 224/103 173/84 209/81 65-4 -15 —08 + 
6 M 65 + + 186/99 163/71 184/84 82-8 —2-2 +06 + 
7 M 62 + + 168/134 162/110 ante 84-3 ~17-4 os a 
8 F 59 + 200/109 169/101 194/102 61-0 0-0 +07 ! 4 
9 F 70 + 245/124 194/110 210/122 77-4 —0-7 +08 + 
10 BP 60 + 195/109 162/102 179/102 74-5 —1-2 +0-2 + 
il F 57 + 179/127 150/106 179/120 87-8 —31 +11 + 
12 M 53 + 178/135 157/116 182/134 96-1 —13 +09 + 
13 F 66 + 189/93 159/70 163/65 68-0 —1-7 +09 ~ 
14 M 71 + + 236/120 246/120 — 82-5 -16 om - 
15 F 54 + + 215/120 157/102 189/110 53-7 —0-3 +16 + 
16 F 68 + + 200/110 130/87 170/97 61-9 -0-7 +18 + 
17 B 63 + 248/122 163/78 os 66°6 —66 ae ? 
18 F 438 + + 191/110 165/92 180/88 16-5 -18 +19 + 
19 M 45 + + 246/122 218/110 — 77-0 -16 fa ? 
20 F 54 + + 216/115 188/106 192/112 16-8 1-5 +0-7 - 
21 M 33 + + 216/157 164/100 162/92 736 —0-1 +06 na 
55) F 60 + + 214/160 135/94 187/106 68-3 —1:5 +0-8 + 
23 F 57 + 202/100 155/84 175/85 1-9 +0-1 +14 + 
24 F 59 + 178/108 157/73 155/91 42-6 —2-7 +19 - 
25 M 66 + + 255/122 212/91 pi 72-4 -49 one ? 
26 F 61 + 210/163 135/102 161/122 66:1 06 +18 + 
! 
we did not carry through a control period. Therefore Eye examinations revealed normal fundi in five patients 


these results must ‘be regarded as uncertain. 


Results 

Of the 26 patients treated 23 showed a fall in blood 
pressure during the low-salt-diet period. In four of these 
the addition of salt produced no rise, and in three this 
control test was not performed. In the remaining 16 with 
blood-pressure rises during the control period the fall 
occurred after from 4 to 16 days (average 8.5 days) on a 
low-salt diet. In patients with oedema the fall occurred 
later, after the considerable fluid and salt output had 
ceased. The low-salt diet was discontinued if no response 
was seen within three weeks. In the 16 cases with a rise 


during the control period the fall averaged 51 (21 to 103) 
mm. Hg systolic, while in the 4 with a negative result of 
the salt addition it averaged 33 (21 to 53) mm. Hg. 
During the treatment with a low-salt diet we generally 
observed a slight loss of weight in the first few days. Two 
patients, however, put on 0.1 and 1.1 kg. respectively. In 
patients with oedema the weight losses were much greater— 


and from moderate to pronounced changes in the rest (after 
Keith and Wagener: group I, 3 patients; group II, 
15 patients ; group III, 2 patients ; and group IV, 1 patient). 
The findings were generally the same before and after 
treatment. In two cases only did we observe diminish- 
ing exudate and haemorrhage during the course of 
treatment. 


Seven patients had normal electrocardiograms. In six 
patients T,. was iso-electric and in eight negative. In 
three, iso-electric T, waves became definitely positive, and 
in one a negative T, wave became iso-electric. 


X-ray examination often showed the heart to be enlarged. 
In two cases a decrease of 1 cm. was observed, which, how- 
ever, is insignificant. Radiographic signs of pulmonary 
stasis disappeared regularly during the treatment. 


The subjective symptoms of hypertension—i.e., headache, 
sensation of pressure in the head, hot flushes, dizziness, 
tiredness, increasing to regular encephalopathy—dis 
appeared in all cases except one even in those with no 
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objective effect on the blood pressure. On the other hand, 
the patient who experienced no subjective relief showed 
a marked fall in blood pressure. Sensations of oppression 
and dyspnoea subsided or disappeared completely. The 
subjective effect cn the patients was on the whole so striking 
that the majority wanted to continue the low-salt diet after 
their discharge. Within the control period the symptoms 
began to recur in several cases, and in these we stopped 
the addition of salt after a short while. 


The following are three typical cases. 


Illustrative Cases 


Case 22 (Fig. 1 and Table).—Extraordinarily, this patient 
was given an addition of 4.5 g. of sodium chloride daily the 
last six days before receiving the low-salt diet. Addition of 
salt to the low-salt diet caused a rise in the blood pressure, and 
discontinuation of the salt addition a renewed fall. Transition 
to an ordinary mixed diet again produced a rise. 


Case 16 (See Fig. 2 and Table). 

Case 17 (Fig. 3 and Table).—Patient suffering from hyper- 
tensive congestive heart failure. The considerable chloride 
excretion parallels the decrease of weight (loss of oedema), after 
which followed the fall in blood pressure. 
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Fic. 1.—Chart of Case 22. 






Lh 





























6 
SEPTEMBER 


SODIUM POOR DIET 
on 
‘ 2 SHTHTTTTUT 














Ww 
gs 220F 
83 w: 200+ 
SP ye0l- 
BI> 160 
160}- MA 
ly 
€ 140 - _- 
835 120} 
BES Or ASN NS 
9 got 
© 
= 63P KG < 
Se 62h 44 
~ 
GX S 
> 6% Ye Uy 433e 
y 1 42>™N 
Z ttt, 4A QQ 
Ys AG 49 ss 
YA KA City eA past J 











j AA. 
APRILS 9 93 17 '24 25 29MAY3 7 


Fic. 2.—Chart of Case 16. 


SODIUM POOR DIET 





















260 
260 
“a 
ws 240 \ 
a> — 
93 200} 
SEL yeol 
Nag 
ly 
S 
325 
OwSX 
aes 2 be a ae 
7 —- 
65 + * NG eee 
s ot | AX $8 
SL 63 ee 4 § 
> 62 HA JAN 43 == 
“Ny tN DG 
67 + OY 728 
60+ VAY 7 18 
CMLL, Po - 




















APRILI? 24. 25 29 MAYS 8 $2 
Fic. 3.—Chart of Case 17. 


Discussion 


The material here presented, consisting mainly of elderly 
hypertonics with complicating heart failure, shows that a 
low-salt diet may produce a fall in blood pressure in many 
hypertonics, but not in all. The fact that the addition, 
without the patient’s knowledge, of sodium chloride during 
a low-salt diet period makes the blood pressure rise again 
seems to show that sodium chloride as such plays.a decisive 
part in some cases of hypertension. We de not yet know 
how the salt acts. But this very question is of the greatest 
theoretical interest and requires further investigations, 
among others into plasma volume and renal function. The 
oedema-clearing effect of the low-salt diet is conspicuous. 
One should, however, be careful in using this treatment 
in cases of certain chronic renal lesions where the kidneys 
are unable to reduce the sodium excretion in the normal 
way. Here, as seen in one case, we may soon produce an 
extrarenal uraemia “ par manque du sel.” 

Besides the effect on blood pressure, oedema, and 
dyspnoea, and the relief of the subjective troubles, we saw 
no favourable response to the diet except in some cases 
electrocardiographic changes and, rarely indeed, reduction 
of exudate in the fundus. We know, however, that electro- 
cardiograms from untreated hypertonics very seldom 
“ improve ” (Bechgaard, 1946). 

It is our opinion that the results achieved should stimulate 
workers to further experiments with the low-salt diet. 


Summary 


Twenty-six patients with hypertension, in some associated 
with heart failure and/or nephropathy, were treated with a 
diet containing less than 1 g. of sodium chloride. Sixteen 
of these experienced a fall in the blood pressure, which rose 
to some extent again after a daily addition of 4.5 g. of sodium 
chloride. In addition the low-salt diet proved to have a favour- 
able effect on cardiac oedema. Owing tothe continuous loss of 
sodium the treatment is contraindicated in certain cases of 
chronic nephritis. 


This work was supported by grants from H.M. King Christian X’s 
Foundation. 
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SYMPTOMATIC TREATMENT OF 
MYOTONIA ATROPHICA 


BY 


L. BUSSELL, D.M., B.Sc., M.R.C.P., D.C.H. 
Clinical Assistant, Royal Infirmary, Sheffield 


The value of the antihistamine drugs in increasing mobility 
in Parkinsonism has been noted by various clinicians. This 
spasmolytic action of the antihistamines is probably due 
to lengthening of the refractory period of muscle, which 
then becomes unable to maintain a tetanus. Such an action 
has been demonstrated on isolated rabbit auricle for 
quinidine, pethidine, procaine, and other local analgesics 
(Dawes, 1946). It was later shown that “anthisan” 
(“ neoantergan ”) was twice as potent as quinidine in this 
respect (Dews and Graham, 1946). 

In the case described below this action of the anti- 
histamine drugs was applied to the treatment of myotonia 
atrophica. 

Case Report 


The patient, a Derbyshire farmer aged 49, presented the 
classical features of myotonia. The facial expression was 
woebegone, with bilateral cataract and receded frontal hair- 
line. The neck was so wasted that his collars had become 
unserviceable, and on special occasions he resorted to a necker- 
chief. There were weakness and wasting in the arms, legs, and 
small hand muscles, with a delay of several seconds in release 
of the handgrasp. He was unable to cut up his own food at 
meals or to do heavy work. He managed, however, to run a 
small poultry farm, clumping around with a noisy stamping 
gait, and carrying buckets of water er poultry meal on the 
crook of his best forearm. The testicles were atrophied and 
bronchiectasis was present. He had had four attacks of pneu- 
monia in recent years. Although friendly enough with his 
doctor, others found him moody and difficult. 

Symptoms began in 1943, but the condition escaped diag- 
nosis until 1946, when quinine was given with benefit. Treat- 
ment lapsed after the first few weeks and had not been resumed. 

He was the only member of the family to show the full 
picture of the disease. His grandfather and father both suffered 
from senile cataract. His grandfather was a powerful man of 
great physical stature, who narrowly missed recruitment into 
the Life Guards. Bvuth his grandfather and his father had been 
exceptionally heavy beer-drinkers. The patient’s brother, a 
middle-aged man, and the brother’s two daughters were said 
to suffer from short‘sight. All three wore glasses with lenses 
of startling thickness. The patient himself had two healthy 
sons in their teens. 

Treatment was started in June, 1949, with 50 mg. of 
“benadryl” three times a day. After one week the patient 
was able to use a knife and fork and to cut up his own food 
for the first time for two years, and he began to carry buckets 
of water in the normal way by hand. There was objective 
improvement in the myotonia of the hands, and the small hand 
muscles became firmer to palpation. He was then given 200 mg. 
of anthisan three times a day for a further two weeks. improve- 
ment continued, and he was able to fork dung and “sweep 
out” with greater effect than before. The myotonia of the 
hands was not, however, altogether abolished. 


Discussion 


The patient was not a good subject for assessment of 
therapeutic remedy. The severe wasting placed a : . 
on the value of spasmolytic drugs, while the mental : 
tion introduced a big subjective factor. If the ve 
antihistamines in myotonia is confirmed, they midis te 
employed in two ways : the antihistamine drug Could be 
given with quinine to obtain a summation effect, or the 
two drugs could be given alternately, say for a week each 
to avoid the unpleasantness of cinchonism. : 

In considering the treatment of myotonia atrophica jt 
is well to take account of the relationship between this 
disease and myasthenia gravis. A pharmacological anti 
thesis is recognized between these two diseases, drugs which 
benefit the one causing an exacerbation in the other (Goog- 
man and Gilman, 1941). It was thought possible that this 
antithesis might operate in the case of the thymus gland 
Tumours of this gland are sometimes found in myasthenia, 
and a remission in the disease sometimes follows thymec. 
tomy. Accordingly, after three weeks’ antihistamine treat- 
ment in the above case it was decided to try the effect 
of thymus-gland administration. For a fair trial it would 
be necessary to give fresh gland extract, by injection. As 
fresh extract is not readily available, dried thymus tablets 
were given. by mouth for a month—10 gr. (0.65 g.) thrice 
daily. There was no objective change. The patient, how- 
ever, reported continued subjective improvement, with 
increase of the myotonia in the hands after withdrawal of 
the tablets. This may have been a psychological effect, and 
owing to the preceding antihistamine treatment the experi- 


ment was considered inconclusive. It did, however, succeed. 


in showing that thymus gland by mouth does not provide 
a replacement therapy for the disease. 

Further work on the antihistamines is required to 
establish whether antihistamine and spasmolytic action run 
parallel. If this is so, the newer and more potent anti- 
histamines should repay trial in myotonia. It is also» pos- 
sible that some of the local analgesic substances possessing 
a quinidine-like action on rabbit auricle (Dawes, 1946) 
may prove suitable for clinical use in myotonia. 

In general it is to be expected that drugs such as quinine 
which benefit myotonia would also be beneficial in the rigid 
type of Parkinsonism. 

Summary 

A pharmacological basis for the action of spasmolytic drugs 
in Parkinsonism and in myotonia atrophica is described. 

On this basis a spasmolytic agent which is active in one of 
these diseases should also be active in the other. 

A case of myotonia atrophica is reported. Benadryl and 
anthisan both produced striking symptomatic improvement. 

The possible role of the thymus gland in myotonia atrophica 
is discussed. 


I wish to express my thanks to Professor Wayne for helpful 
criticism and for permission to treat the case. 


REFERENCES 
Dawes, G. S. (1946). Brit. J. Pharmacol., 1, 90. 
Dews, P. B., and Graham, J. D. P. (1946). Ibid., 1, 278. 
Goodman, L., and Gilman, A. (1941). The Pharmacological Basis 
of Therapeutics, p. 908. Macmillan, New York. 








Mayfield and Hedrick present in the United States Journal 
of Nutrition (1949, 37, 487) a study of the nutritive value of 
protein in foods and how it may be affected by the various 
processing procedures. The effect of varying the type of cattle 
feed and subsequent changes of roasting and corning on the 
digestive and biological value of beef protein were studied. 
Canning caused a lowering in the biological value and digest- 
ibility of the beef, but roasting and corning produced no change. 
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AN UNUSUAL CASE OF SIMMONDS’S 
DISEASE 


BY 


DERMOT McCRACKEN, M.B., M.R.C.P. 
Assistant Physician, Lake Hospital, Ashton-under-Lyne 


True cases of Simmonds’s disease due to lesions of the 
pituitary other than a post-partum necrosis are rare. One 
essential part of the syndrome is some destructive lesion of 
the anterior pituitary, and in many of the cases reported 
erroneously as Simmonds's disease there has been no such 


lesion. 

The case reported below fulfils all the requirements for 
a diagnosis of this disease, and the primary lesion was a 
carcinoma of the pituitary gland. There are several 
interesting features in the case. 


Case Report 


The patient, a man aged 54, was admitted in October, 1947, 
to the Lake Hospital, Ashton-under-Lyne, following a haemat- 
emesis of 1 pint (570 ml.) of blood. He continued to vomit 
clots of blood immediately after admission. He was very 
apathetic and a good history could not be elicited from the 
patient himself. His wife said that he had been in poor health 
for years and had lost a lot of weight. He had been having 
severe attacks of neuralgia in the face and head. The previous 
year he had undergone tonsillectomy and an operation upon 
his nose. 

In February, 1947, he had been admitted to the neurosurgical 
department of another hospital because the head pain was 
persis‘ent. It was then thought that the ill-defined pain in 
the left side of the face and ear was due to a lesion in the 
central grey matter for which little could be done. As the 
pain was so severe, however, operation was undertaken to 
relieve it : intracranial division of the ninth nerve, the upper 
fibres of the tenth nerve, and the lower part of the fifth root 
was performed. He improved somewhat and was discharged in 
March, as all investigations to find a cause for the pain were 
negative. It was thought at the time that a deep secondary 
deposit could possibly have accounted for the pain, but no 
lesion was demonstrated. 

For two months previous to admission to this hospital for 
haematemesis he had “been having ‘epigastric pain almost 
immediately after food. He was given the usual treatment for 
haematemesis, and vomiting ceased 48 hours after admission, 
but he cortinued to have melaena for 10 days and was given 
blood transfusions of 2 pints (1.14 litres) and 1 pint. He began 
to improve, and the haemoglobin rose from 38% on Nov. 3 
to 80% on Nov. 18. He suffered from epistaxis on several 
occasions in the last half of November, but said this had 
occurred at intervals since the nasal operation. It did not affect 
the blood piciure appreciably. Despite the improved blood 
picture the patient continued to be very apathetic and took 
little interest in things. All efforts to increase his weight 
failed. 

He came under my care in April, 1948, when the picture was 
much the same. The main symptoms were wasting, apathy, 
lassitude, and anorexia. He appeared much older than his 
years; his skin was dry and inelastic and his face wrinkled 
and creased. His hair was fine, blond, and scanty on the head, 
in the axillae, and in the pubic region. The pain in the head 
was still present but was less troublesome. He had pronounced 
artericsclercsis and his blood pressure was 85/55. The only 
other findings on examination apart from considerable wasting 
and asthenia were weak heart sounds, an inactive left pupil, and 
some brownish pigmentation on pressure areas of the back. 
There was no pigmentation of the skin oF mucous membranes 
elsewhere. The diagnosis seemed to lie between Addison’s 
disease and Simmonds’s disease. 


Investigations. at this stage showed : blood urea, 21 mg. per 
100 ml.; urinary chlorides, 2 g. per litre. Cutler’s test : 
urinary chlorides, 288 mg. per 100 ml. Glucose-tolerance 
curve : fasting, 74 mg. per 100 ml.; half-hour after glucose, 
74 mg.; 1 hour after glucose, 109 mg. ; 14 hours after glucose, 
127 mg.; 2 hours after glucose, 118 mg. Serum chlorides, 
280 mg. per 100 ml. ; serum sodium, 316 mg. per 100 ml. The 
Wassermann reaction and Kahn test were negative. 

In view of the positive Cutler’s test and low serum chloride 
he was given desoxycortone acetate, 10 mg. daily, and sodium 
chloride by mouth from April 22. There was an initial improve- 
ment, the patient becoming mentally more alert and his blood 
pressure rising to 128/70 mm. Hg. As the response was not 
as satisfactory as had been hoped for, the desoxycortone acetate 
and salt were discontinued on May 3 pending further investiga- 
tions, as it was still doubtful whether the diagnosis was 
Addison’s disease or Simmonds’s disease. He became drowsy 
and his appetite was poorer when the desoxycortone acetate 
was discontinued. On May 7 the serum sodium was 276 mg. 
per 100 ml. On May 8 Kepler’s test showed : serum chloride, 
280 mg. per 100 ml.; urine NaCl, 175 mg. per 100 ml. ; urine 
urea, 1.9% ; blood urea, 26 mg. per 100 ml. : largest morning 
specimen, 2 oz. (57 ml.); night urine, 8.4 oz. (234 ml). 
Therefore factor A = 27.8, giving positive Kepler’s test 1 and 
doubtful Kepler’s-test II. 

Desoxycortone acetate and salt, 10 g. daily, were restarted, 
but the patient’s condition became rather poorer. The systolic 
blood pressure dropped to 95 mm. and he had to be fed because 
of extreme apathy. His anaemia was increasing. and the blood 
picture on May 20 was: red cells, 3,650,000 per c.mm.; haemo- 
globin, 74% ; colour index, 1.03 ; white cells, 9.900 per c.mm. 

Despite the evidence of adrenal insufficiency it was con- 
sidered that this was not enough to account for the whole 
clinical picture, and that there must also be pituitary insuffi- 
ciency. The 17-ketosteroids were estimated and found to be 
1 mg. per 24-hour specimen. On June 5 it was considered that 
in view of his downward progress and the doubt about the 
diagnosis it would be justifiable to give 5 units of soluble 
insulin subcutaneously immediately before glucose and a meal 
in an effort to increase his weight; but pronounced hypo- 
glycaemia resulted. Intravenous glucose was given and the 
patient apparently recovered. One hour later he again became 
hypoglycaemic, requiring further intravenous glucose. His 
blood sugar on this occasion one hour after the first and 
apparently sufficient injection of glucose was 13 mg. This was 
taken as definite evidence that there was also pituitary 
insufficiency. 

The evidence for involvement of both pituitary and adrenal 
glands was: positive Cutler’s test, positive Kepler’s test I, 
doubiful Kepler’s test Il, low blood sodium, very low 17- 
ketosteroids, marked insulin sensitivity, and hypotension. 

The patient was also given 200 units of “ antuitrin S” daily 
and 4 gr. (32 mg.) of thyroid three times a day, as some 
clinicians consider this has been of clear benefit in occasional 
cases of Simmonds’s disease. 

Nine days later the patient could not be roused in the 
morning and was found to have a left facial hemiparesis with 
gross dilatation of the left pupil and a left extensor plantar 
response. Glucose was given intravenously immediately (after 
taking a specimen of blood). The patient recovered conscious- 
ness and lost the focal signs. He was soon himself and the 
blood-sugar result received later showed a level of 13 mg. per 
100 ml. Despite glucose, 20 g. three times daily, this was only 
the forerunner of several spontaneous hypoglycaemic attacks, 
and he died on July 26. The last blood count, on July 19, 
showed an increase in the anaemia: red cells, 3,110.000 per 
c.mm. ; haemoglobin. 62% ; colour index. 1 ; white cells, 8.300 
per c.mm. (polymorphs 82.5%, lymphocytes 10%, monocytes 
5%, eosinophils 1.5%, basophils 1%). 

I performed a necropsy, and there appeared to be a growth 
of the pituitary gland and some atrophy of the adrenals. There 
was a chronic ulcer on the lesser curve of the stomach which 
was probably the cause of the haematemesis. The pituitary 
gland. the adrenals. and a portion of the pancreas were sent 
for section ; the report on these was as follows : “ The pituitary 
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appears to be destroyed by a carcinoma which tends towards 
squamous epithelial features in parts. This squamous tendency 
indicates that the growth had originated in an embryonic rest 
of a squamous or pseudo-squamous type; these rests are 
found in the stalk, in the capsule, and in. pars intermedia at 
the base of the stalk. Further section showed that the remains 
of the pituitary were atrophied and fibrosed, and that there 
was extensive infiltration by the growth into the sphenoid. The 
adrenal is congested but the cross-section is small. The cortex 
is thinned in parts. The acinar pancreas has little zymogen. 
The islets on the whole are shrunken and the cells pyknotic. 
There is a small area at the edge of one section which has a 
lot of bile-stained material. The general appearance of the 
pancreas is that of atrophy.” 


Discussion 

The patient was first admitted to this hospital for haemat- 

emesis, which was probably due to the chronic gastric ulcer 
found at necropsy. It is interesting to speculate whether 
this ulcer was due to pituitary influence. 

The external appearance was that of premature old age— 
a condition usually found in persons dying after prolonged 
invalidism of ten or more years. It seems to have occurred 
relatively early in the present case. There was obvious 
adrenal insufficiency as well as pituitary insufficiency, the 
former being secondary to the latter. This accounted for 
some improvement, with marked increase in blood pressure, 
on adrenal replacement therapy. 

The hypoglycaemic attacks were extremely severe: The 
initial one occurred after 5 units of insulin subcutaneously. 
One hour after intravenous glucose sufficient to effect an 
apparent cure the blood sugar ~vas 13 mg. per 100 ml. The 
other attacks were spontaneous and the blood sugar reached 
similar levels. The attacks occurred while glucose was 
being given three times daily as a prophylactic measure in 
addition to the patient’s usual diet. In view of these attacks 
the histological appearance of the pancreas after necropsy 
was rather surprising—the hypoglycaemia was presumably 
entirely due to pituitary factors and in spite of the 
pancreatic islets being shrunken and their cells pyknotic. 


I am indebted to the late Dr. W. Susman, pathologist to 
Manchester Royal Infirmary, for the histological report, and to Mr. 
Johnson, of the neurosurgical department, Manchester Royal 
Infirmary, for details of the patient’s stay under their care there. 


BIBLIOGRAPHY 
Cutler, H. H., Power, M. H., and Wilder, R. M. (1938). J. Amer. 
med. Ass., 111, 117. 
a | — and Miller, H. G. (1948). Progress in Clinical Medicine. 
ondon. 
Fraser, R., and Smith, P. H. (1941). Quart. J. Med., n.s. 10, 297. 
Robinson, F. J., Power, M. H., and Kepler, E. J. (1941). Proc. Mayo 
: Clin., 16, 577. 
Sheehan, H. L. (1939). Quart. J. Med., n.s. 8, 277. 








In the National Hospital Service Reserve, which is now being 
recruited as part of the normal arrangements for the country’s 
defence, doctors and nurses will be concentrated on the hospi- 
tals, and first-aid posts will be set up only at or near the 
hospitals. In the second world war the first-aid service was 
run separately from the hospital service by the major local 
authorities; these arrangements have been altered because 
medical staff was sometimes wasted. The new scheme pro- 
vides for first-aid treatment to be given mainly by mobile units 
based on the hospitals. The Reserve is open to trained nurses 
and midwives, enrolled assistant nurses, or nursing assistants 
Class 1, and also to men and women trained, or willing to 
be trained, as nursing auxiliaries. The Reserve may later be 
opened to radiographers, physiotherapists, and other medical 
auxiliaries. The trained nurses and midwives will be required 
to give 48 hours’ service a year on refresher courses in hospi- 
tals. Those volunteering as nursing auxiliaries will normally 
take a course in first-aid and home nursing and one in practical 
hospital work. 
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AMOEBIASIS IN INFANCY 


BY 
P. C. C. DE SILVA, M.D., M.R.C.P, 


Amoebic dysentery, acute or chronic, is said to be uncom: 
mon in infancy. Manson-Bahr (1944) states that, below 
the age of 10, 0.9% of dysenteries in European Children 
are amoebic. He adds that in native children amoghj 
dysentery is probably not uncommon. Izar (1932) held that 
even infants at the breast were not immune. Musser (1927) 
stated that amoebiasis was a disease of adult life 
contracted before the age of 10. Karunaratne (194) gave 
the incidence of amoebic hepatitis in children under § 
as varying from 7.9% to 35% in different series, Howell 
and Knoll (1941) found rates of 3.1% and 4.8% in two sep- 
arate series of children in the United States. In Cairo, p 
and Bensted (1928) found Entamoeba histolytica in 13.9% 
of children with dysentery, and Willets (1914) discovered 
this organism in 25% of Filipino children. Craig (quoted 
by Manson-Bahr, 1944) stated that the rarity of amoebiasis 
in children was not due to any inherent insusceptibility to 
infection but to their much-reduced chance of ‘contracti 
the disease. This statement is not applicable to infant life 
in Ceylon. | 
The purpose of this paper is to show that amoebic 

dysentery is as common in infants as in adults. Of 29) 
cases of infantile diarrhoea occurring in infants under two 
years of age, 40 showed presence of E. histolytica in the 
faeces. These cases have been collected from Colombo 
and an adjoining suburb with no pipe-borne water supply, 
The faeces of each patient were examined at least once and 
sometimes more frequently, but unfortunately it was not 
possible to examine every specimen within two hours of its 
passage. The standard of proof was the presence of live, 
vegetative, motile, or cystic forms of E. histolytica or E. 
histolytica minuta. In one case only were cysts seen. Every 
case that was not proved pathologically to be affected was 
discarded from the series. Results are given in Table I. 














TABLE I 
. 
No. of Cases with 
Age Total Cases Faeces Positive % Positive 
for E.H. or E.H.M. 
0-2 years én 291 40 15-9 
2-10 years + 287 19 6°7 
Over 10 years .. 634 57 8-9 
Total “ 1,212 . 116 9-5 














E.H. = Entamoeba histolytica. E.H.M. = Entamoeba histolytica minuta. 


Clinical Picture 

Acute and chronic cases were found in equal numbers. 

Acute Type.—In a few cases there was a sudden onset 
with a high temperature, but more commonly the symptoms 
gradually increased in severity. The stools commonly con- 
tained obvious mucus and were yellow or green in colour. 
Only a few patients in this group showed any curds in the 
faeces ; in two of the 19, blood was present. The number 
of stools passed per day was under 10 in 80% of cases. 
Defaecation was accompanied by pain and straining. The 
pain was rarely of a colicky nature, but there was usually 
tenderness on palpation. Vomiting occurred in one-third 
of these cases, and one-third showed signs of a respiratory 
infection also. Only four of the 19 cases in this group have 
been followed up, and none of these has shown any relapse. 

Case 1—At the age of 15 months this infant suddenly 
developed an attack of diarrhoea. The rectal temperature 
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el 
was 105° F. (40.6° C.). He had about five motions a day, 
full of mucus and curds, greenish, offensive, and with slight 
traces of blood. He was crying and irritable. He had a moder- 
ate degree of oedema of the feet, as he had been on a milk-free 
diet for over three days. The first specimen of faeces revealed 
the presence of E. histolytica minuta. After six injections of 
} gr. (11 mg.) of emetine the infant made a complete recovery. 
This child has now been observed for over 18 months and no 
glinical or pathological relapse has been discovered to date. 
He is now quite healthy but under weight. 

Case 2.—This infant, aged 6 weeks, had been fed on breast 


- milk only. The child had been passing bright yellow offensive 


stools containing no blood but full of mucus and curds; he 
was also vomiting. There was no rise of temperature rectally. 
There was marked straining at stool, and the infant was irritable 
and whining as if in pain. E. histolytica minuta was discovered 
on the first examination of the faeces, and the child was given 
carbarsone 25 mg. twice a day for five days. The child had one 
relapse two weeks later. The stools were negative for amoebae 
and cysts. He was given sulphaguanidine and sulphasuxidine, 
0.12 g. four-hourly for eight doses. He made a complete 
recovery, and has been under observation for over seven months 
without any clinical or pathological relapse. 

The general appearance of these infants was good. They 
were well nourished and showed no signs of wasting or dehydra- 
tion, the tongue was clean, the skin elastic, and the conjunctivae 
clear. 

Chronic and Recurrent Type.—In these cases there was a 
slow retardation of growth and impairment of general 
health. The skin was dry, the conjunctivae were brown, 
the tongue was coated with a dirty brownish-white fur, and 
the infant was irritable, whining, and resented examination. 
The mother stated that sleep was often disturbed and the 
child cried unduly. The appetite was normal. Each relapse 
was ushered in by a slight rise in temperature, and, not 
uncommonly, by vomiting or signs of a respiratory infection. 


Case 3.—This child, aged 9 months, was one of triplets, all 
ef whom had infantile diarrhoea at the same time. One of 
them had died just before treatment was begun. The patient 
was thin, wasted, and miserable. He had a dry skin, a dirty 
tongue, and was extremely irritable and constantly crying. This 
was the only patient in the whole series that showed any 
dehydration and required parenteral saline. The child had 
seven attacks of diarrhoea within a period of 14 months. The 
duration of each attack varied from four to 12 days. As the 
patient lived 13 miles away it was extremely difficult to obtain 
a fresh specimen of faeces, but after several unsuccessful 
searches E. histolytica was discovered. The number of stools 
ranged from two to 10 per day. They were watery, offensive, 
brownish, and often contained mucus, but no blood. The rectal 
temperature varied from 99° to 102° F. (37.2°-38.9° C). 
Vomiting ushered in each bout of diarrhoea, but was never 
severe. The earlier bowel disorders had been treated with 
sulphasuxidine or sulphaguanidine, but relapses occurred once 
a month or less. Five months later E. histolytica was discovered 
in the faeces. The infant was then treated with emetine } gr. 
(16 mg.) each day for eight days and carbarsone 62 mg. b.d. 
for four days. The diarrhoea relapsed twice afterwards, and 
treatment was repeated. During the last two years the diarrhoea 
has not reappeared. The patient was seen by me recently and 
has grown up into a healthy-looking, active child, though under 
weight. 

Treatment was given in relapses only if the organism 
was found in the stools. Except for two cases, all recovered 
and kept in good health. Once a child has suffered from 
amoebiasis, however, he is likely to suffer from repeated 
attacks of non-amoebic infectious diarrhoea. 


Although the series is small and no significant conclu- 
sions can be drawn from it, it is notable that the larger type 
of E. histolytica was found in one-half of the cases of the 
chronic group, but in only one-quarter of those in the acute 
group. Blood was present in the stools of only four 


patients in this group, but mucus was seen in the motions 
of 13. In five cases curds were present: the appearance of 
large, white, offensive curds is not pathognomonic of 
chronic amoebiasis, but in their presence the faeces should 
always be examined for amoebae. No other signs of disease 
were discovered, except for a hypochromic anaemia which 
did not respond to iron unless the amoebiasis was treated. 
The liver was not enlarged in any case. Karunaratne (1941) 
discovered only seven cases of liver abscess in infants ; since 
then three more instances have been recorded—two from 
Capetown in negro infants by Osburn (1944) and one from 
Chile by Aguirre and Rivera (1944). 


Microscopical Findings 

E. histolytica was present in 11 cases and E. histolytica 
minuta in 29 cases. The common occurrence of the minuta 
form is striking. There was no question of its pathogen- 
icity: this form was responsible for the blood in the faeces 
in every case in which it was present. Charcot-Leyden 
crystals, which were not regarded as of diagnostic signifi- 
cance, were present in nine cases. Pus cells were always 
present when mucus was seen in the faeces. Seven cases 
were infested with other intestinal parasites—three with 
whip-worms, one with round-worms, one with thread- 
worms, and two with whip-worms and round-worms. 


Treatment 


The minuta form responded better to treatment than the 
other, which may be due to E. histolytica minuta being an 
exhausted or attenuated variant of the larger type and 
therefore more amenable to therapy. All patients were 
treated at home. Until a satisfactory specimen of faeces 
was obtained the infants were given sulphaguanidine or 
sulphasuxidine. As soon as the stools were reported to 
contain E. histolytica, emetine or carbarsone (or both) were 
administered. The doses of emetine varied from } to 4 gr. 
(8-22 mg.), and were given over six to eight days to a total 
of ? to 3 gr. (50 mg. to 0.2 g.). Carbarsone was given at 
the same time. There were no deaths in the series. 

The use of carbarsone for infants has been criticized on 
the grounds that arsenical poisoning is likely to be produced. 
These drugs were given to 34 infants, whose ages ranged 
from 6 weeks to 2 years, in doses of 25-62 mg. daily for 
five days. There were no cases showing any signs of 
arsenical poisoning. The course must not, however, be 
repeated for two weeks. 























TABLE II 
Follow-up Follow-up 
Follow-up 
Cases between - under Total 
Over2 Years) 1_> Years | 1 Year 

Total .. . 4 7 4 15 
Relapses ee ee 1 3 2 6 
No relapses for the last 

six months . . ; 4 6 2 12 
Still relapsing 0 1 2 3 

Diet 


After a preliminary starvation period of 24 hours during 
which the infants were given plain water, weak tea, and a 
thin conjee made from paddy (the unhusked rice grain), 
they were allowed reduced quantities of their usual feeds. 
The feeds were gradually increased as the number of stools 
decreased. The mothers were instructed to give the children 
extra water, tea, and conjee also. In one case only were 
signs of dehydration present. Older children were for- 
bidden eggs, butter, and rich curries. The Ceylon curry 
contains a high percentage of coconut oil, which is obtained 
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by mixing the grated coconut with hot water and manually 
squeezing out the oil. To reduce the fat content, the 
mothers were instructed not to add the milk obtained by 
the initial squeeze, but to discard this and add hot water 
to the grated coconut. This weaker coconut milk, was used 
for the preparation of the child’s curry. The fat-deficient 
diet was continued for a few weeks after the stools became 
normal. 


Summary 


Forty cases of pathologically proved E. histolytica infection 
in infants in Colombo and its environs are presented. Of 291 
cases of infantile diarrhoea in children under 2 years. of age 
15.9% were infected with E. histolytica. Fourteen cases were 
1 year of age and 26 between 1 and 2 years. Twenty-nine of 
the cases were infected with E. histolytica minuta and the others 
with the larger type. Half the cases were of the acute and half 
of the chronic and relapsing variety. Treatment given was by 
emetine parenterally and carbarsone orally. Of the cases 
followed up 80% indicated satisfactory results. 
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ACUTE PHLEGMONOUS CAECITIS 


BY 


SYDNEY G. NARDELL, B.Sc., F.R.C.S. 
Surgeon, Whipps Cross Hospital, London, E.11 


Acute phlegmonous caecitis is not described in any of the 
standard textbooks of surgery or pathology. Although it 
is rare it is possible that the small number of cases reported 
may be due to the condition’s not being recognized at 
laparotomy, or it may be that some cases thought to be of 
“appendix abscess’ which subside on conservative treat- 
ment are in reality cases of acute phlegmonous caecitis. The 
subject was discussed in an excellent article by Spivack and 
Busch (1943), who reviewed 35 cases recorded up to that 
time and described two cases of their own. A few more 
have since been reported. 

The purpose of this article is to draw attention to this 
condition and to describe two cases met with at this 
hospital. Both patients presented with severe continuous 
abdominal pain which started in the epigastrium and later 
shifted into the right iliac fossa. They were not seen until 
the disease had been in progress for 48 hours, and in each 
of them a well-defined and extremely tender mass was 
present in the right iliac fossa. A provisional diagnosis of 
acute appendicitis was made, but it was felt that the early 
appearance of such a tender mass was an atypical feature. 
Operation revealed acute phlegmonous caecitis, with a 
normal appendix in both cases. In Case 1 the disease was of 
the diffuse form, the whole of the posterior wall of the 
caecum being affected and the borders of the phlegmon 
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merging imperceptibly with the normal bowel. Case 2 is 
the circumscribed form of the disease, a localized phie, e 
of the posterior wall of the caecum being ditferentiateg 
fairly sharply from the normal bowel. The two Cases, cor 
respond well with the diffuse and circumscribed forrns of 
the disease described by Spivack and Busch. 


Case 1 


A married woman was admitted to hospital on March 6 
1948. She had walked to the doctor’s surgery in the morning 
and on admission gave a 58-hours history of abdominal pain 
which started in the upper abdomen and later shifted into the 
right iliac fossa. She vomited once at the onset. The bowels 
had not been opened since the onset of the pain, and ap 
aperient had been taken without result. She had slight Scalding 
pain on micturition, which was otherwise normal. There was 
no previous history of similar pain. 

On examination her temperature was 100.4° F. (38° €)), Pulse 
112, and respirations 18. Her tongue was dirty. Herpes labialis 
was present. An extremely tender mass was palpable in the 
right iliac fossa in the position shown in Fig. 1, while the 
remainder of the abdomen seemed normal. 
Rectal examination revealed no abnormal:ty. 
The chest and cardiovascular systems were 
normal, as was the urine. With a pro- 


visional diagnosis of acute appendicitis 
operation was performed under _ general : 
anaesthesia. 


The abdomen was opened through a grid- 
iron incision. There was no free fluid in the 
peritoneum. A firm mass the size of a golf 
ball was found in the posterior wall of the 
caecum, which was very inflamed. It was 
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Fic. 1—The 


Position of the 
tender mass in 


grossly oedematous and its surface had a_ Case 1 
grey necrotic appearance. The edges merged 
imperceptibly with the normal bowel. The appendix 


was macroscopically normal and was removed. A _smail 
fragment of the caecum was taken for microscopical 
examination. There was no evidence of obstruction due to the 
mass and there were no enlarged glands. A corrugated rubber 
drain was placed down to the mass and the incision closed. 

Post-operative Course.—Intramuscular penicillin, 40,000 
units three-hourly, was started and continued up to a total 
of 1,750,000 units. A course of 24 g. of sulphamerazine was 
also given. There was very little discharge from the drain, 
which was removed on the fifth day. The patient made an 
uninterrupted recovery, the wound healing by first intention. 
White blood cells on March 17 numbered 10,350 per c.mm. 
(polymorphs 63%, lymphocytes 29%, monocytes 6%, eosin- 
ophils 2%). After two weeks scarcely any mass could be felt in 
the right iliac fossa, and when she was discharged from hospital 
on March 31 nothing abnormal was palpable. 

The pathologist (Dr. W. W. Walther) reported: “ This appears 
to be an acute pyogenic infection. There is no evidence of 
tuberculosis or streptothrix after prolonged search.” During 
the next year the patient was seen at intervals. She remained 
perfectly well, and had put on weight ; nothing abnormal was 
palpable in the abdomen. On April 26, 1949, after an opaque 
meal and follow-through, the radiologist (Dr. P. Tettmar) 
reported: “Nothing abnormal detected in the stomach and 
duodenum. In the follow-through the caecal region appears 
normal.” 

Case 2 


A boy aged 15 walked into the out-patient department on 
February 16, 1949, giving a history of severe continuous abdo- 
minal pain for the last 48 hours, which had begun in the 
epigastrium and later shifted into the right iliac fossa. There 
was no nausea or vomiting. The bowels had been opened 
twice since the onset of the pain. Méicturition was normal. 
There was no previous history of similar pain. 

On examination his temperature was 98.4° F. (36.9° C.), pulse 
100, and respirations 18. His tongue was dirty and foetor oris 
was present. 
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An extremely tender mass was palpable 
in the right iliac fossa in the position 
shown in Fig. 2, with no resistance or 
rigidity or any other abnormality in the 
rest of the abdomen. Rectal examination 

° \ revealed nothing abnormal. The chest and 
cardiovascular systems and the urine were 
\ normal. A provisional diagnosis of acute 
appendicitis was made and operation was 
— performed under general anaesthesia. 
Fic. The abdomen was opened through a 
The mass previously 
found to be an 


. 2-—The 
position of the 
tender mass in 
Case 2. 


Battle’s incision. 
felt externally was 
area Of considerable thickening and 
acute inflammation, with oedema and petechial haemor- 
rhages in the posterior wall of the caecum the size of a hen’s 
egg. The area was fairly sharply demarcated from the rest of 
the bowel. The appendix, which was macroscopically normal 
apart from a few faecaliths, was removed. There were several 
firm glands with oedema in the ileo-caecal angle, and one of 
these was removed for microscopical examination. The 
abdomen was closed without drainage. 

Post-operative Course.— Intramuscular penicillin, 100,000 
units four-hourly, was given up to a total dosage of 6,000,000 
units. A course of 32 g. of sulphamerazine was also given. 
On February 18 the white cells numbered 8,400 per c.mm. 
(polymorphs 75%, lymphocytes 20%, monocytes 4%, eosin- 
ophils 1%). On February 23 they numbered 4.000 per c.mm. 
(polymorphs 60%, lymphocytes 30%, monocytes 3%, eosin- 
ophils 7%). Stool examination revealed nothing abnormal. 

The patient made an uneventful recovery and the wound 
healed by first intention. No abnormality was palpable in the 
abdomen a week after operation, and he was discharged from 
hospital on March 7. 

The pathologist (Dr. W. W. Walther) reported: “The gland 
shows changes similar to those seen in glands draining areas of 
established inflammation. There is no evidence of tuberculosis. 
The appendix shows no evidence of acute inflammation.” 

The patient has since been seen at intervals, and has remained 
perfectly well and put on weight; nothing abnormal has been 
palpable in the abdomen. On April 28, after an opaque meal 
and follow-through, the radiologist (Dr. P. Tettmar) reported: 
“Normal stomach and duodenum. The caecum and ascending 
colon are well filled. No abnormality is seen. Normal rate of 
passage through the small intestine.” " 


Comment 


Two cases of acute phlegmonous caecitis are described. 
They are essentially similar to those previously reported in 
the literature as the diffuse and the circumscribed forms. 

The condition, though rare, should be borne in mind in 
the differential diagnosis of acute appendicitis, from which 
it can be distinguished only by operation. The presence of 
a well-defined very tender mass in an apparently early case 
of acute appendicitis should give rise to a suspicion that 
it may be one of acute phlegmonous caecitis. 

In both cases no harm followed appendicectomy and the 
caecitis resolved rapidly. The masses disappeared rather 
more quickly than in the cases of Spivack and Busch, prob- 
ably because of chemotherapy. In the older literature a 
fatal outcome was recorded in some cases subjected to 
elaborate procedures such as resection, exteriorization, and 
lateral anastomosis. On the other hand, some cases 
recovered after appendicectomy only. Appendicectomy 
seems to be without special risk in these cases, and removal 
of the lesion must be regarded as unjustifiable, since 
resolution may be expected. 

No further light is shed on the aetiology of the condition. 
The theory of abrasion of the mucous membrane, such as 
by a foreign body, followed by spreading inflammation of 
the bowel wall seems to be a reasonable one. The condition 


is probably essentially similar to the better-known acute 
phlegmonous gastritis. In this condition, also, radical 
surgery is no longer recommended (Maingot, 1948), but 
resolution may be expected with chemotherapy. 
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Medical Memoranda 








An Unusual Case of Infectious 
Mononucleosis 


The report by Eckstein and Peeney (1949) of a case of 
rectal haemorrhage associated with infectious mono- 
nucleosis prompts me to think that the following case is 
interesting enough to record. It is a case of infectious 
mononucleosis which presented with haemoptysis, subcon- 
junctival haemorrhages, severe abdominal pain, and, later, 


meningitis. 
Case REPORT 


A previously healthy male farm-worker aged 17 was admitted 
to hospital in August of this year; he attributed his illness to 
a kick on the left side of his chest from a cow one week 
previously. He had no symptoms immediately following this 
occurrence, and was able to continue with his work normally. 
There had been no bruising of the chest wall. 

On admission he gave a three-days history of feverishness 
and shivering attacks. At the onset of fever his legs felt weak 
and he developed a continuous central abdominal pain, which 
was sharp in character. One day later he had a slight un- 
productive cough and a constant severe lower retrosterna! dis- 
comfort. From then onwards the abdominal pain became worse 
and was accompanied by vomiting. On the evening of admis- 
sion he started to cough up blood, and at the same time his 
family noticed he had “ red eyes.” This was exactly seven days 
after his encounter with the cow. There was no past or family 
history of undue bleeding episodes. 

On examination he was ill and apprehensive, though well 
built. The temperature was 103° F. (39.4° C.), pulse 120, and 
respirations 44 a minute. The tongue was furred and the fauces 
appeared normal. There was no anaemia, purpura, or icterus, 
and no glands were palpable. He was coughing up blood- 
stained sputum, and had bilateral subconjunctival haemorrhages 
covering the whole of each sclera. 

He was afraid to move because of pain, and it was difficult 
to gauge whether it was the pain in the chest or in the abdomen 
that was the worst. However, there were no physical signs in 
the chest apart from the rapid respiration rate. The abdomen 
was held tight, and there was generalized guarding, with com- 
plaints of pain on palpation, particularly suprapubically. It 
was impossible to feel the spleen, but there was resonance over 
the left costal margin. Bowel sounds were present, and rectal 
examination was negative. There were no signs in the nervous 
and cardiovascular systems, and the blood pressure was 115/ 
65 mm. Hg. The urine contained no albumin or sugar. 

The chest was normal on radiography, and there were no 
fractured ribs. The haemoglobin was 95% (13.15 g. per 100 
ml.), platelets 150,000 per c.mm., and white cells 13,500 per 
c.mm. (polymorphs 77%, lymphocytes 16%, and monocytes 
7%). The blood urea was 70 mg. per 100 ml. The sputum, 
which was heavily blood-stained, contained no acid-fast bacilli. 
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Forty-eight hours after admission he was still very ill. The 
temperature was 100° F. (37.8° C.), and it was noted that the 
pulse was in the sixties. The vomiting was persistent, and he 
now had severe headache with neck stiffness. Lumbar punc- 
ture revealed opalescent fluid under increased pressure, con- 
taining 45 mg. of protein per 100 ml., a trace of globulin, and 
102 cells per c.mm. Of these cells 60% were polymorphs and 

% lymphocytes. The chloride and sugar content was normal 
and the culture was sterile. Some small glands were palpable 
in the neck, axillae, and groins. A Paul-Bunnell heterophil 
antibody reaction showed agglutination at a dilution of 1 in 448. 
The spleen was never palpable and he developed no rash. 

From this point onwards the patient improved. The head- 
ache and vomiting gradually eased up, and the abdominal pain 
and guarding subsided. He no longer coughed up blood. 
White blood counts after the initial one showed no abnor- 
mality or changes of glandular fever, but the heterophil anti- 
body reaction revealed agglutination at a dilution of 1 in 896 
a week after the first test. Lumbar puncture showed a gradual 
improvement, and the cells became practically all lymphocytes. 

The patient made an uneventful recovery and was discharged 
from hospital three weeks after admission. He has reported 
again since, and is remarkably fit, with no abnormal signs. 


COMMENT 


On admission the case presented difficult problems. Not 
least was the history of a kick on the ribs a week pre- 
viously. It seemed difficult to account for haemoptysis 
resulting after seven days from a kick that had caused 
no bruising of the skin, permitted him to continue normal 
work, and produced no fractured ribs or radiographic 
changes in the lungs. Similarly, it was difficult to explain 
the subconjunctival haemorrhages, particularly as his 
cough was mild and there had been no intense paroxysms 
of coughing before admission. The coincidence of the 
onset of meningeal signs with the development of super- 
ficial glandular enlargement prompted us to carry out 
a Paul—Bunnell test. 

As to the mechanism of the various presenting symptoms, 
we can do no more than theorize. Pfeiffer (1889) in his 
original description recorded a slight irritating cough and 
pain in the lower abdomen in the majority of cases. The 
latter pain, in his experience, was nearly always felt mid- 
way between the umbilicus and the symphysis pubis. He 
suggested that swelling of the  retrotracheal, retro- 
oesophageal, and mesenteric lymph glands was responsible. 

Eckstein and Peeney have already referred to haemor- 
rhagic manifestations as being among the rarer complica- 
tions of infectious mononucleosis, and in their own case 
they demonstrated active bleeding from the mucous 
membrane of the bowel without any obvious cause. 

It might be that this tendency to bleed accounted for 
the subconjunctival haemorrhages, the haemoptyses, and 
possibly the abdominal pain in the case here described, 
either of its own accord or in conjunction with glandular 
enlargement as envisaged by Pfeiffer. 

The meningeal complications have already been described 
by Thelander and Shaw (1941). 


I wish to express my thanks to Dr. T. H. G. Shore, consultant 
physician, for permission to publish this case. 


H. T. N. Sears, M.B., M.R.C.P., 
Senior Registrar, South Devon and East Cornwall 
Hospital, Plymouth. 
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Anginose Type of Glandular Feyer 
Requiring Tracheotomy 


Serious complications in the course of monocytic angina 
are uncommon. Tidy (1937), in an exhaustive review 
states that “bronchopneumonia has caused one or two 
fatalities, but, apart from this, recovery is complete” 
Although Johnson (1944) described a severe case of 
anginose type in a 10-year-old negro boy, when 
“tracheotomy seemed ‘almost necessary at times,” a num- 
ber of clinical accounts do not mention a case severe 
enough to warrant the operation (Fuller, 1941; Barbe, 
1941 ; Stevenson and Gow Brown, 1943 ; Smith and Shaw 
1945). 
CaSE REPORT 


Three weeks before admission to this hospital the patient 
an agricultural student aged 22, had noticed a swelling of his 
neck, and at that time he had an enlargement of both tonsgijs 
with pyrexia. Throat swabs were negative for diphtheria, ang 
he was given a short course of sulphonamides. He did not 
improve, and he was admitted to an isolation hospital, where 
he received 12,000 units of diphtheria antitoxin on his first day, 
and 2,000,000 units of penicillin during the following week. 
His temperature remained up continuously, and although the 
faucial swelling was incised under local analgesia no pus was 
obtained. He became more dyspnoeic, and was transferred to 
this hospital with the diagnosis of acute leukaemia. 


On admission on December 13, 1948, he had considerable 
oedema of the throat but no membrane formation or ulcera- 
tion. Numerous glands in the cervical chain were enlarged 
and tender, but he had no general lymphadenopathy and his 
spleen was not palpable. He was very dyspnoeic and distressed, 
but not cyanosed. 


The pathologist reported that the blood film was typical of 
glandular fever, with 79% mononuclear cells out of a total of 
14,600 white cells. He was given N.A.B., 0.3 g., intravenously 
and three-hourly penicillin, with continuous intranasal oxygen, 
but in spite of this his condition deteriorated, and in the even- 
ing of the day of admission the necessity for tracheotomy was 
carefully considered in consultation with the laryngologist. We 
then decided against the operation, but during the night his 
condition became so grave that we felt it necessary to relieve 
his respiratory distress. At 5 a.m. on the following day 
tracheotomy was performed by Mr. John Roberts under local 
analgesia. The patient’s condition improved immediately and 
his dyspnoea and distress rapidly lessened. 


Three days after admission the Paul—Bunnell reaction was 
positive 1 in 2,224 (and to the same dilution after absorption). 
When repeated 10 days later this was positive at 1 in 256. 


Four days after admission his blood count still showed an 
increase in mononuclear cells (75% of a total of 8,000 white 
cells). The blood Wassermann reaction and Kahn test were 
negative. 


The tracheotomy tube was removed seven days after the 
operation and the wound healed satisfactorily. On December 29 
(15 days after admission) the patient became unduly drowsy, 
and during that night he was restless and confused. The next 
day he became delirious, but, apart from a positive Kernig sign 
and mild neck rigidity, no localizing signs were found on exami- 
nation of the central nervous system. Lumbar puncture was 
performed and the fluid was not under pressure ; the cells were 
increased to 28 lymphocytes per c.mm., protein 70 mg. per 
100 ml. (with increase of globulin), and chlorides 660 mg. per 
100 ml. 

This confusion and restlessness continued for some days, and 
later his general demeanour became vague and distant, with 
retardation of thought. These symptoms were transient, and 
a month later he had completely recovered. He was discharged 
on January 26, and when reviewed three months later was 
free from symptoms. 
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COMMENT 


Tracheotomy in this case of severe mononucleosis was 
undoubtedly a life-saving measure, and the change in the 
condition of the patient after operation was remarkable. 
The administration of intravenous arsenicals was of no 
avail in reducing the faucial oedema. 

A further interesting feature of the case was the occur- 
rence of mild meningo-encephalitis during convalescence. 
Cerebrospinal manifestations of glandular fever are more 
widely recognized since Epstein and Dameshek (1931) first 
drew attention to them, and Landes et al. (1941) reported 
such a case in which the general behaviour was very similar 
to that of the patient described here. 


G. PENRHYN Jones, M.D., M.R.C.P., 
Medical Registrar. 


Emyr Jones, M.D., M.R.C.P., 


Physician. 
Caernarvonshire and Anglesey 
General Hospital, Bangor. 
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Treatment of Bismuth Stomatitis with 
BAL (British Anti-lewisite) 


BAL (British anti-lewisite, 2:3-dimercaptopropanol) has 
been soundly established clinically as an effective antidote 
in acute poisoning by the salts of gold, mercury, and 
arsenic, but a search of the literature has not revealed any 
report of its application in the complications of bismuth 
therapy. The following case illustrates the rapid action of 
BAL in acute bismuth stomatitis. 


CASE REPORT 


A man aged 34 years attended the Special Department, 
Ashford Hospital, Middlesex, on January 19, 1948, for continua- 
tion of treatment for early generalized syphilis which he had 
acquired in Manchester 12 weeks previously. He had there 
received injections of arsphenamine (0.45 g.) and bismuth 
oxychloride (0.20 g.) at weekly intervals for two weeks. 

On examination he had a healing indurated ulcerative erosion 
on the coronal sulcus near the frenal base, a generalized 
adenitis, and a fading maculo-papular rash limited to the 
trunk. There were no condylomata and no specific oral lesions, 
but a mild degree of pyorrhoea was present, and the second 
and third right upper molars were carious. The Wassermann 
and Kahn reactions were strongly positive. 

His occupation (lorry driver) and hours of work precluded 
penicillin therapy for the time being, and the original treatment 
was therefore continued. After the importance of oral hygiene 
had been brought to his notice he decided to have dental treat- 
ment from his own dentist. whom he attended twice during the 
period January 19 to March 19, 1948, treatment on each occa- 
sion consisting of scaling and cleansing of the gum pockets. 
The carious molars were not extracted. 

On March 18, 1948—i.e., at his ninth weekly attendance at 
the department and after the eleventh week of treatment—he 
showed some evidence of gingivitis. In addition, a faint blue 


line was present on the anterior lower gum margin adjoining 
the four lower incisors, and also on the upper gum margin 
behind the four upper incisors. Bismuth therapy was stopped, 
but weekly treatment with the arsenical was continued. A 
mouthwash containing 5% potassium chlorate was prescribed, 
and instructions given about the care of the mouth. Under this 
conservative treatment the gingivitis improved, but the blue line 
persisted. There was no albuminuria. 

On April 7, 1948, he again attended his dentist, who repeated 
scaling and also extracted the two carious upper molars under 
local 2naesthesia. On April 11 (four days later) he attended 
the department with all the signs of an acute bismuth stomatitis. 
There was considerable fetor, lividity, and turgid oedema of the 
alveolar tissues with submucosal haemorrhages, and extensive 
heavily marked blue lines on the upper and lower gum margins. 
Heavy bismuth deposits were seen on the buccal and lingual 
mucous membranes, the soft palate, and the left tonsil, and there 
was necrosis of the cavities of the extracted molars. A small 
painful bismuth-pigmented ulcer was ~-present on the buccal 
mucous membrane adjoining the, cavity of the third right upper 
molar, and he had had a painful, tender bilateral submaxillary 
adenitis. There was slight pyrexia (99.2°F.: 37.3°C.), 
oliguria was present, the urine showed a cloud of albumin, and 
on microscopic examination a few red cells and epithelial casts 
were seen. The differential blood count showed a mild leuco- 
penia (5,000 per c.mm.) and thrombocytopenia (90,000 per 
c.mm.). Dark-field examination of the detritus of the ulcer 
on the buccal mucous membrane revealed masses of Treponema 
vincenti and Fusobacteria plauti-vincenti. 

Arsphenamine therapy was stopped, and the patient was 
admitted to hospital. The presence of organisms of fuso- 
spirillary type in the mouth was an indication for penicillin, 
but this was withheld because it was not known if BAL had any 
effect on the action of penicillin, and in addition the case offered 
an excellent opportunity to study the unaided action of BAL. 
Treatment with BAL was begun at once, the preparation used 
consisting of a 5% solution of 2:3-dimercaptopropanol in 
arachis oil containing 10% benzyl benzoate. He was given 
2 ml. (by intramuscular injection into the gluteal region) thrice 
daily for two days, twice daily for four days, and once daily 
for four days, after which (i.e., 14 days after the onset of the 
complication and 10 days after beginning treatment with 
BAL) the condition had completely resolved, except for residual 
alveolar lividity, painful lingual oedema, and intense salivation. 
The bismuth deposits and the blue lines had vanished. 

Local treatment of the complication was entirely palliative, 
and consisted of frequent cleansing of the teeth, gum massage, 
and use of a mouthwash containing 4% zinc chloride. 

Clinical response to BAL was evident almost from the first 
day of treatment, and improvement was continuous and rapid. 
On the seventh day of therapy the urine was albumin-free and 
microscopically showed no abnormality, and the temperature 
and differential blood count were normal. Fourteen days after 
onset of the stomatitis he was discharged from hospital, and 
seven days later arsphenamine therapy was resumed. 

The toxic reactions to BAL were comparatively mild. The 
patient complained of headache, nausea, a burning sensation 
in the eyes, lacrimation, and some local pain at the site of 
injection. Salivation and painful lingual oedema persisted for 
several days after cessation of therapy. The blood pressure 
remained constant throughout. 

A. A. M. REEKIE, M.B., B.Ch., 
Physician-in-Charge, Snecial Department, Prince of 


Wales’s General Hospital, London; Ashford 
Hospital, Middlesex, etc. 








The Woods School, which is a school for mentally and physi- 
cally retarded children at Langhorne, Pennsylvania, U.S.A., has 
been given by its founder, Mrs. W. M. Hare, to a board of 
trustees. The school was founded in 1913 with the aim of teach- 
ing children with behaviour problems and those with reading or 
speech difficulties to meet the problems of everyday life. 
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OPERATIVE AND LABORATORY OBSTETRICS 


Die Geburtshilflichen Operationen. By Professor H. 
Martius. Sixth edition. (Pp. 287; illustrated. M. 15.60.) 
Stuttgart: Georg Thieme. 


Greffe Ovarienne Intra-oculaire chez la Lapine Castrée : 
Application au Diagnostic de la Gestation. By J. Vors. 
(Pp. 71. No price.) Paris: Vigot Fréres. 


Morphologie et Histologie des Corpsprogestatifs et 
Gestatifs (Corps Jaunes) de l'Ovaire Féminin. By G. 
Dubreuil and M. Rivitre. (Pp. 102; illustrated. No 
price.) Paris: Vigot Fréres. 


Martius’s Obstetrical Operations, first published in 1934, 


has now reached its sixth edition, and its popularity is well 


deserved. In 275 pages, with the help of 281 illustrations, 
Martius has given a comprehensive description of the art 
of operative obstetrics. The text is practical and the style 
is dogmatic, so that the reader is never in doubt of the 
author’s meaning The subdivisions are excellent, and 
the arrangement of headings allows the salient features to 
be picked out without difficulty. The illustrations show 
Martius’s usual judgment and ingenuity, and particular 
mention must be made of those depicting episiotomy. 
Although many of the diagrams are copied from old 
favourites, there is not always acknowledgment ; it is well 
known that obstetrical illustrations are copied from book 
to book, and it is a matter of regret that the originators of 
some of the classical diagrams have been forgotten. 

Like Pater in his essay on da Vinci, with its subtle 
emphasis on La Gioconda, Martius contrives to create the 
same emphasis on forceps delivery, and his description has 
seldom been equalled. Willet’s forceps are mentioned, but 
there is no recognition of the modern English methods 
employed in breech delivery. Lovsett’s manceuvre is not 
described, nor is the Drew Smythe catheter. The German 
classification of flexed and deflexed vertices has never been 
favoured in Great Britain, though it is found in the text- 
book of Jellett and Madill. The practical application of 
this method should not be completely ignored. It is 
probable that the work will be translated and published 
in America, and it is hoped that Martius will incorporate 
in the next edition the valuable contributions to operative 
obstetrics which have been made there and in Great 


’ Britain. 


Grafting of tissues into the anterior chamber of the eye 
has been practised for many years, and important work has 
been done with this technique, particularly by Allen and 
Preist and by Markee. Vors describes in detail the trans- 
plantation of a homologous graft from a young rabbit into 
the anterior chamber of a castrated doe of adult age. The 
reaction of the graft to injected gonadotrophins can be 
accurately studied, and the author suggests that the method 
can be used to replace the Friedman test for the diagnosis 
of pregnancy. It is possible that the technique will be 
widely used in the future, and it might be employed to 
determine the concentration of gonadotrophins in the blood 
and urine of patients suffering from endocrine diseases. 

Dubreuil and Riviére’s short publication gives a general 
account of the histology of the corpus luteum of pregnancy 
and of the corpus luteum of menstruation. The authors 
endeavour to distinguish between. the two types of corpora 
lutea in a way which is not altogether convincing. A 
valuable description of the cystic forms of the corpus 
luteum of pregnancy is given, and the retrogressive forms 


are described with some accuracy. The views of the q 
on the colloid bodies are not likely to be accepted by man 
who have worked on the corpus luteum. The ref y 
are good, but it cannot be said that the Publication ® 
outstanding. 

WILFRED SHaAw. 


PUBLIC HEALTH IN THE U.S.A. 


Public Health in the World To-day. Edited by James S 
Simmons. With foreword by James Conant. (Pp, 337 
$5 or £1 7s. 6d.) Massachusetts: Harvard University Press 
London: Geoffrey Cumberlege. 1949. 


During 1947-8 a series of public health forums conducte 
by distinguished guest speakers was added to the regula 
curriculum of the Harvard School of Public Health. The 
papers presented at 22 such conferences are repro. 
duced in this book. There is a foreword by the Presiden; 
of Harvard University and an introduction by Jama 
Stevens Simmons, who edited the volume. 

The book, like the papers on which it is based, is intende 
primarily for our American colleagues, and it goes without 
saying that the need it will meet on this side of the Atlantic 
is entirely different from that in the United States. Fo, 
the professional reader, or the intelligent non-medicaj 
reader in the States, the work provides a readabie factua) 
account of many aspects of American public health and 
its history and objectives—subjects which will obviously 
attract only a small number of readers here. Were these 
the only topics discussed, the book’s main purpose jp 
England would be to furnish a means of comparing 
American problems and the American outlook with our 
own. From this standpoint the English reader will be 
left in no doubt that there are big differences in matter 
of detail between the two countries, notwithstanding a 
close similarity of fundamental outlook. This is instanced 
by the relatively greater emphasis given in the U.S.A. to 
statistical researches into the need for medical care, the 
place of voluntary agencies, and the statistical evaluation 
of the efficiency of health programmes. 

On the other hand, papers from the pens of C. Winslow, 
Professor Emeritus of Public Health at Yale, Hugh J. 
Morgan, and Louis I. Dublin—discussing respectively the 
evolution of public health and its objectives, public health, 
preventive medicine, and the practising physician, and 
public health and the diseases of old age—bring out resem- 
blances between the evolution of public health thought, 
current practical problems, and aspirations for the future 
of preventive medicine on both sides of the Atlantic. 

The topics covered by this stimulating symposium are 
too diverse to permit of any short summary of their scope, 


.but chapters on subjects like world health, and public 


health problems connected with aviation and the atomic 
era, clearly have an interest which transcends national 
boundaries. 

This is not a book which most people will read from 
cover to cover, at all events in this country. But almost 
every reader will find sections of great interest—some 
factual, and others somewlat philosophical. For the 
Englishman who is already acquainted with the public 
health services of the United States the book will have a 
special appeal, as it will also for teachers of preventive 
and social medicine and for the reader who wishes to have 
an American account of certain aspects of international 
medicine. The book should find a place on the shelves of 
medical libraries because of the facts, ideas, and appraisals 
it contains. 

FreD GRUNDY. 
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STUDY IN NEUROSIS 


The Neurosis of Man. By Trigant Burrow, M.D., Ph.D. 
(Pp. 428; illustrated. £1 8s.) London: Routledge and 
Kegan Paul. 1949. 


This is not a book for holiday reading and it is difficult 
to understand even by patient study. I agree with a criti- 
cism of his views which the author himself quotes (p. 19) : 
“It is not only that I find them hard to read because of 
the unfamiliar vocabulary and locutions ; . . . I experience 
a positive feeling of opposition every time I read his work.” 

It is stated by the publishers that the book “ sets aside 
discussion and opinion respecting human maladjustments 
and introduces a much-needed science of human relations.” 
But the first few chapters are full of dogmatisms without 
shadow of proof or clinical illustration—indeed, the views 
are described as “a development away from clinical 
psychiatry.” 

The attitude adopted in the book may be illustrated by 
a few quotations. The author says (p. xiv) : “ In a moment 
of evident vexation, Freud once remarked to a mutual 
colleague of ours, * Does Burrow think he is going to cure 
the world ?’ to which my unequivocal reply was, ‘I most 
certainly do.’” “Our whole purpose . . . was to discredit 
all there was of man’s behaviour prepossessions—all the 
inherited mental and social constructions habitually 
cherished by us—and to build anew.” And on p. xvii : 


“It is a supreme effort to put into the hands of man what 


belongs in the hands of man, and not in the hands of a 
few absurd mental] healers.” 

Some basic principles of his study are fully justified— 
the belief in the “oneness” of human life, for example, 
which he describes as its most powerful instinct. Again, 
he considers that attention is not an isolated mental func- 
tion but a reaction of the whole organism to the environ- 
ment by which it performs its “instinctive” functions. 
His effort to carry the reader back to biological principles 
is also welcome, for he studies man as such, especially 
in his primitive relations and reactions to the environment. 
Hence the author’s criticism of Freud in his individual 
analysis, and his resort to “ phylo-analysis—the analysis 
of the psycho-organism of man.” Many mistakes in 
psychology and psychopathology could have been avoided 
if we had kept “close to nature” and based our psycho- 
logical speculations on biological principles. I am also 
pleased to see his criticism of social standards of “ right ” 
and “wrong” as our infallible guide to human conduct. 
But Freud has already made us aware of the danger of 
blindly accepting “super-ego” standards which may do 
violence to our own nature and so cause neurosis. 

The author refutes the idea that abnormality consists in 
the fact that the “ patient does not think and feel as the 
community thinks and feels ” (p. 232) on the grounds that 
the community itself which passes such judgment is only 
pseudo-normal. For this he substitutes the idea that the 
neurosis of man consists in a “ maladaptation in the func- 
tions of man’s brain in respect to its environment.” 

The author bases his concept of the organism reaction 
to life on what he terms “cotension,” which is “the 
neurodynamic relation of organism to environment as it 
exists natively and indifferentiated within the cerebro- 
sympathetic system” and “relates the organism kin- 
esthetically to the outer world” (p. 216). Cotension, for 
instance, enables us to perform the extremely complicated 
process of balancing with our eyes closed. Just as the 
skeleton is the organism’s structural framework, so is co- 
tension the organism’s functional support (p. 247). But 
this primary tensional pattern has been superseded by 
ditension, one of the main causes of which appears to be 
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the imposition of social patterns upon the individual, with 
its false dichotomy of “ right” and “ wrong” giving rise 
to a pseudo-identity or “I”-persona, so that it is difficult 
to recall the original submerged pattern. The real con- 
flict in man is between the “I ”-persona and this organism. 
Cotension means integration, co-ordination, and health , 
ditension means disintegration, disorder, and disease 
(p. 247). Neurosis appears to consist in the denial of this 
primitive adaptation of man to his environment in favour 
of the “I”-persona. This is not a problem of this or 
that individual, but a problem of man as such, and requires 
the reorientation of all our values, moral as well as social. 

In practice the author protests against the teaching of 
parents who have been “brought up in the meshes of 
moralistic dichotomy,” and who therefore inculcate in the 
child the vacillating law and vague shibboleths we call 
right (p. 83). Instead of this he proposes to “ inculcate 
in the child a sense of its relation as an organism to 
its environment.” 

J. A. HADFIELD. 


\ 


FUNCTIONAL PATHOLOGY 


Die Permeabilitétspathologie. By Professor Hans Eppinger. 
(Pp. 755; 145 figures ; unbound, £7 2s. 6d.; bound £7 7s.) 
Vienna: Springer. 1949. 


According to Eppinger the general theory of pathology 
requires three concepts—cellular pathology, humoral 
pathology, and permeability pathology, which is the logical 
completion of the other two. For most pathologists, at 
any rate in the English-speaking world, the concepts of 
cellular and humoral pathology have lost their importance, 
the phenomena which gave rise to them having been vastly 
extended and regrouped. Humoral pathology has been 
transmuted into a separate group of disciplines, including 
physical chemistry, serology, and haematology, and the 
cell is now thought of as a complex biochemical system 
rather than as a little ball with a smaller ‘one inside it. 
Modern pathologists are perhaps more physiological in 
outlook than they themselves realize, for they regard the 
histological section as simply a snapshot of one phase in 
a series of processes, clinical or experimental ; they are 
all in varying degree functionalists, and the boundaries 
between cellular and humoral pathology have vanished. 

Eppinger’s book is a discussion of the role of mem- 
branes in disease, of physical chemistry applied to 
pathology. Most of it is concerned with general pathology, 
and among the many phenomena discussed are tissue fluids 
and cell metabolism, electrical phenomena at cell surfaces, 
oedema, albuminuria, histamine poisoning, and ana- 
phylaxis. The last third of the book describes the special 
pathology of the kidneys, liver, and circulatory and 
alimentary systems. 

The author’s outlook is that of the nineteenth century, 
and the giants of German pathology so fascinate him that 
he neglects his contemporaries. The references are often 
very old, and the work of the past decade is hardly noticed. 
Much miscellaneous information is given, but in the main 
the book is platitudinous and extremely verbose. This 
is not the fault of the German language, which can be 
as crisp and clear as the best English ; it is due rather to 
looseness of thought that might possibly be put down to 
advancing years or the stress of war. The book may well 
serve as a reminder that even the ablest writers pass the 
meridian, and that a time comes when it is best to be silent. 
The most attractive feature of the book is the author’s 
affection for Rokitansky; in this many pathologists will 
be at one with him. 


RAYMOND WHITEHEAD. 
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THE CHEMISTRY OF FOODSTUFFS 


Elements of Food Biochemistry. By William H. Peter- 
son, Ph.D., John T. Skinner, Ph.D., and Frank M. Strong, 
Ph.D. (Pp. 259; 34 figures. 21s.) London and New 
York: Staples Press. 1949. 


In nutrition, you cannot be said to have your cake until 
you have eaten it. Many popular works on food stop 
short at the mouth of the consumer, but the purpose of 
this book by the Professor of Biochemistry and his col- 
league at the University of Wisconsin, and Dr. Skinner 
of the Kentucky Agricultural Experiment Station, is “ to 
emphasize the chemistry of the constituents of food and 
the chemical changes that these constituents undergo in 
the process of metabolism.” The exposition throughout 
is clear and precise, and a large amount of information is 
neatly arranged and tabulated in a relatively small volume. 
Separate chapters describe each chief class of nutrient ; 
economic as well as dietetic factors are considered ; 
important chemical reactions are specified; and each 
section is equipped with a short bibliography and a list 
of questions that will be helpful to busy examiners. 

The figures are mostly selected from previously published 
photomicrographs of crystalline nutrients. | While these 
have their value in showing the student that the substances 
have been isolated and “ really exist,” none of the illustra- 
tions gives any indication of the scale of magnification— 
the budding yeast cells in Chapter II are nearly as large 
as the nutritionally deficient rat, of unspecified age or 
weight, in Chapter VI. 

In a book designed to emphasize the dynamic as well 
as the static aspect of food chemistry no mention is made 
of Frazer’s important work on the mechanism of fat 
absorption, nor the use of tracer isotopes in metabolic 
studies, nor the applications of chromatography and micro- 
biological assay to the estimation of the individual amino- 
acids and vitamins in the blood. This may be related to 
the fact that the bibliographical references do not go 
beyond 1942. The appendix of 22 pages contains extensive 
tabulations of the composition of foods, and includes 
valuable hitherto uncompiled data for the vitamins of the 
B group, based on work done in the Biochemical Labora- 
tories at the University of Wisconsin. 

W. R. FEARON. 


The departments of Child Health and Medical Illustration, Guy’s 
Hospital, are to be congratulated on the design of a card depicting 
breathing exercises for children from 5 to 10 years of age (Special 
Breathing Exercises for Children; 9d. each; Guy’s Hospi:al. London). 
The card is constructed so that it can be stood on a mantelpiece 
to catch the child’s attention. The amusing illustrations will 
undoubtedly attract the notice of all who enter the room, the brief 
directior’s are explicit, and the exercises entertaining. It still remains 
doubtful, however, how much good (or harm) breathing against 
resistance can do, so that the balloon exercise might with advantage 
be omitted. 


The greater part of Dr. C. Berg’s Clinical Fsychology (pp. 503; 
£1 5s.; London: Allen and Unwin, 1948) is made up of graphic 
accounts of cases in the process of analysis. The theoretical back- 
ground is substantially orthodoxly Freudian in character, but the 
more .recent theories of depression, destructive impulses, and 
introjection-projection mechanisms in early childhood are not given 
sufficient weight. The complex pre-oedipal life of the child is very 
sketchily conveyed. This is a serious omission, as it would have 
enhanced the author’s thesis of the tenuous frontiers separating 
psychosis from neurosis. The treatment section is very fair, and 
Dr. Berg adopts the more catholic technique of restrained interpre- 
tation as against the early sallies into interpretation by the more 
advanced or Kleinian wing of Freudian psychopathology. For those 
embarking on a psychiatric career this book is well worthy of study, 
and by the experienced analyst it will be read as a stimulus to lively 
discussion on points of technique and theory. 


Brrngy 
Momcal eae” 
BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received) 


British Surgical Practice. Edited by Sir Ernest Rock Car; 
F.R.C.S., F.R.C.P., and Sir James Paterson Ross, K.C.V.0., F RCS 
Vol. 6. (Pp. 554. 60s.) London: Butterworth. 1949. °°” 


Operative Technic in Specialty Surgery. Edited by W. H. 
M.D., F.A.C.S. Introduction by A. O. Whipple, M.D., F.ACS 
(Pp. 725. $14.) New York: Appleton-Ceniury-Crofts. 1949. ~~ 


Mastung durch Steigerung der Nebennierenrindenfunktion, 
I. G. Fazekas. Introduction by J. Balé. (Pp. 213. No Price.) 
Szeged, Hungary : Szeged Stadtische. 1949. , 


Morbus Caeruleus. By S. Eek and others. Edited by E. Mann. 
heimer. Bibliotheca Cardiologica. Fasc. 4. (Pp. 332. No Price.) 
Basle and New York: Karger. 1949. , 


Trial of Nikolaus von Falkenhorst. War Crimes Trials Series 


Edited by E. H. Stevens, O.B.E., LL.B. Foreword by the Rt. Hon, | 


Sir Norman Birkett, P.C. Vol. 6. (Pp. 278. 18s.) London: 
William Hodge. 1949. ; 


Visual Development. By J. H. Prince, F.R.M.S. Foreword by 
Professor H. Hartridge, M.D., F.R.S. Vol. 1. (Pp. 418. 50s) 
Edinburgh: Livingstone. 1949. 


A General History oj Nursing. By L. R. Seymer, M.A.Oxon, 
S.R.N. (Pp. 332. 21s.) London: Faber. 1949, 


A Year with Osler. 1896-1897. By J. H. Pratt. (Pp. 209. $4) 
Baltimore: The Johns Hopkins Press. 1949. 


Ultraviolette Strahlen. By A. E. H. Meyer and E. O. Seitz. 2nd ed 
(Pp. 390. M. 34.) Berlin: Walter de Gruyter. 1949. 


The Portraiture of William Harvey. By G. Keynes, MD. 
Cantab., F.R.C.S.Eng. (Pp. 42. No price.) London: The Royal 
College of Surgeons of England. 1949. 


Tristezas do Manicomio. By G. A. de Rezende. (Pp. 94. No 
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GENERAL PRACTITIONERS’ REMUNERATION 


Rejecting the claim of general practitioners for higher 
total remuneration, the Secretary of the Ministry of 
Health argues,’ first, that in view of the amount now 
being paid “no reasonable case can be made for any 
increase,” and, secondly, that the economic state of the 
country prohibits an increase at present. The profes- 
sion’s Claims were set out in a report? prepared by the 
General Medical Services Committee and approved by 
the Special Conference of ,Representatives of Local 
Medical Committees on March 3. They were sent to 
the Ministry on March 4, and on March 29 the Repre- 
sentative Body supported them. 

The Ministry meanwhile sought information from 
executive councils on how much had been paid to 
general practitioners. It was unable to present the 
results of its inquiry until August 18, and on Septem- 
ber 23 found itself ready to discuss them with a depu- 
tation from the General Medical Services Committee. 
At that meeting the deputation drew attention to a 
number of inaccuracies in the document, and the Minis- 
try admitted them; some seemed to be mistakes in 
arithmetic ; others were due to disregard of one or two 
highly relevant factors. The Ministry promised to cor- 
rect its mistakes, but that, in the Ministry’s words,° 
“involved a good deal of research.” Therefore on 
October 27 the Conference of Representatives of Local 
Medical Committees, after deploring the Ministry’s 
delay in the matter, resolved that, as the central pool 
could be properly calculated without redrafting the 
Ministry’s document, the calculation should now be 
made in agreement with the representatives of the 
general practitioners. Sir William Douglas’s letter is 
the response to this demand. 

The size of the central pool depends in the first place 
on the Spens recommendations, which were formulated 
in terms of the 1939 value of money, and the Ministry 
agreed with the B.M.A. that the pool, in those terms, 
should be £31.24 million. In order to convert this sum 
into one that reflects the higher cost of living to-day the 
Ministry assumed that practice expenses—taken as 40% 
of gross remuneration—have increased by 55%, and it 
added 20% (determined in 1946) to the net income. 


1 British Medical Journal Supplement, 1949, 2, 218. 
2 Ibid., 1949, 1, 83. 
3 Ibid., 1949, 2, 200. 
4 Ibid., 1949, 1, 31. 
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The betterment factor on gross incomes compounded 
from these calculations is 34%, and this brings the pool 
up to £41.46 million. Since the population of the 
country was estimated to have increased since 1939 
by 3%, £1.24 million was added, making £42.7 million. 
The profession agreed with the Ministry that 95% of 
the population might be expected. to use the Service, so 
the pool was reduced to £40.57 million. When the 
present population of the country is accounted for, the 
central pool for the financial year 1949-50 becomes 
£41.3 million. 

An increase of 34% clearly does not reflect the 
change in the value of money since 1939. The B.M.A. 
took the advice of an expert economist, who concluded‘ 
that the cost of living of the professional classes had 
in 1948 risen by 85% above the 1939 cost. In putting 
its claim before the Ministry the B.M.A. argued that 
it was justifiable to ask for an increase of 70%, and, 
after other minor adjustments had been made, the Asso- 
ciation’s claim differed from the Ministry’s estimated 
central pool by about £16.5 million. 

The Ministry has tried to bridge this gap from both 
ends, though the structure does not quite meet in the 
middle. In the first place it has added to the central 
pool of £41.3 million the sum of £7.5 million derived 
from various additional sources such as payments for 
maternity medical services, provision of drugs, training 
assistants, and the Exchequer superannuation contribu- 
tion. It thus brings the total amount to be paid to 
general practitioners in the financial year 1949-50 up 
to the sum of £48.8 million. Working from the other 
end, and assuming that there are 18,936 principals in 
general practice instead of the 20,000 estimated by the 
B.M.A., the Ministry has calculated the central pool 
in accordance with the Association’s betterment factor 
of .70% to be £53.5 million. The difference between 
the two totals is £4.7 million, or about two shillings on 
the capitation fee. The Ministry points out that there 
are some other sources of income derived from the 
Exchequer to be considered also, such as payments 
for dental anaesthetics and work done for local 
authorities. 

The General Medical Services Committee will meet 
on December 1 to consider these figures, and no doubt 
its members are aware, as the Minister of Health is said 
to be, of the “ vital national need to avoid any unjusti- 
fied raising of remuneration in any field.” Had the 


same figures been discussed six months ago—as they 
would have been if the Ministry had been less dila- 
tory—a decision could more simply have been made. 
Again, the situation may be easier—or more difficult— 
in six months’ time. But on December 1 the committee 
will have a harder choice before it than the Minister’s 
opinion quoted above would suggest. 


For it is not a 








1218 Nov. 26, 1949 


UNDERNUTRITION IN EUROPE 


MEDICAL Jounna, 





question of an “unjustified” increase being claimed 
but one that is related to the Spens Report, which the 
Government accepted in principle. 








UNDERNUTRITION IN EUROPE 


Opportunity to study the effects of prolonged under- 
nutrition on the human body was all too frequent in 
Europe during and after the war, and several observers 
have published books on the subject. The findings of 
Brull and his assistants’ are particularly interesting, 
for they were obtained by detailed studies on the 
general civilian population of all age groups over 14 
years during the German occupation of Belgium. Their 
work is selective in that the individuals investigated 
were those who presented themselves at the Medical 
Clinic of the University of Liége. They undertook 
also special studies of small groups of school-children 
and heavy workers. Body weights were reduccd by 
about 12% by the middle of May, 1941. During the 
following 12 months a further slight fall (12.9%) was 
observed. Between May, 1942, and the end of Janu- 
ary, 1944, body weights rose slowly and were 7.8% 
below normal on the latter date. Disorganization of 
transport in the spring of 1944 caused a sharp decline 
to the level of May. 1941. In spite of these weight 
losses plasma-protein concentrations remained within 
the normal range: the mean value (3,137 observations) 
was 6.99 g. per 100 ml. Blood pressure fell (systolic 
and diastolic) on an average by 20 mm. Hg for a weight 
loss of 10 kg. There was no significant fall in haemo- 
globin concentrations between January, 1940, and Octo- 
ber, 1944 (9,794 patients). In the adolescent group 
normal weights and heights were recorded in February— 
April, 1942: no signs of anaemia or of avitaminosis 
were found, but a slight fall in plasma-protein concen- 
tration, blood cholesterol, and phospholipids was noted. 
The heavy workers lost weight, but this was not suffi- 
cient to bring the level below that taken as the lower limit 
of normal for the age and height of the individual. 
This relatively small loss of weight was due to the 
effect of food grown in allotments or obtained through 
the black market. Famine oedema occurred mostly 
in males over the age of 40, but its frequency in the 
general population has not been recorded. Oedema 
was present even when the plasma-protein concentra- 
tion was above that regarded as the “oedema level.” 
The amounts of vitamins A, B,, and C in the blood 
were estimated, and no signs of avitaminosis were 
found. As might be expected, the incidence of bone 





1 Les Etats de Carence en Belgique pendant l’Occupation Allemande, 1940-4, 
1945. Liége: Fditions Solidi. Paris: Hermann. 

2 La Dénutrition de Guerre, 1947. Brussels: Acta medica belgica. Paris: Maloine. 

3 Hungerkrankheit, Hungeréiem, Hungertuberkulose, 1948. Basle: Schwabe. 





4 British Medical y Ramm 1946, 1, 4 


re 

patients, five had osteoporosis which could be attr. 
buted to calcium and phosphorus deficiencies. Foy, 
of the five were females over 59 years of age; one 
case occurred in a young man who had suffereg 
from severe undernutrition. Gastro-duodenal ulcera. 
tion increased in frequency during the first year of the 
occupation ; this was attributed to emotional factors 
Simonart’ investigated undernutrition in prisoners jp 
Louvain Gaol. As the reduced ration could not be 
supplemented, the effects of known diets could be 
observed and the results of various therapeutic measures 
assayed with accuracy. The classical work of Benedict 
on starvation was amply confirmed. Simonart, how. 
ever, studied in some detail the role of vitamin B 
(aneurin) in water and carbohydrate metabolism. 
Apparently the intake of this vitamin was below the 
normal requirements, for signs and symptoms of beri- 
beri appeared: he found that intravenous injections 
of aneurin not only increased muscular power but when 
oedema was present they assisted the kidneys to g¢limi- 
nate water. He confirmed Brull’s finding that famine 
oedema is not related to the plasma-protein concentra- 
tion. In several of his cases the globulin fraction of 
the plasma protein was increased above normal, but 
a constant finding was that the serum albumin was 
reduced. When refeeding was possible, he was of the 


opinion that vitamin B, increased the rate of albumin | 


regeneration. An interesting observation was that the 
blood pyruvate was raised ; he related this to the vita- 
min B, deficiency. This is important for the light it 
throws on the intermediary metabolism of carbohydrate 
in man. Most of Simonart’s clinical observations agree 
with those made by Brull and his colleagues, but the 
signs and symptoms were much more severe in the 
Louvain patients. Sudden heart failure was the usual 
cause of death. Coma, indistinguishable from diabetic 
coma, Occurred and was treated by infusions of glucose 
solution. 

The condition of the Louvain prisoners was inter- 
mediate between the undernutrition observed by Brull 
and the extreme emaciation of the majority of the 2% 
patients who came under the care of a team of Swiss 
workers headed by Hottinger.* Body-weight losses of 
40-50% were common in this group. The simi- 
larity between the clinical conditions found and those 
described by Mollison* in the inmates of the Bergen- 
Belsen concentration camp is close. Many of the 
patients had skin infections, typhus and typhoid fevers, 
or tuberculosis. The Swiss workers have provided 
much information about the value of different methods 
of treating these starved persons. They also report in 
detail the pathological findings in 53 necropsies. These 
records are accompanied by a critical survey of the 
literature on every aspect of the starvation state. They 
began treatment with a “transition” diet, which was 
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given in small frequent meals (S—6 per day). This diet 
was rich in protein and contained only a small amount 
of fermentable carbohydrate and of fat. It amounted 
to approximately 2,500 calories per day. After 4-5 
days @ diet containing 4,500-5,000 calories was given: 

this, too, was rich in protein, low in fat, and contained 
little fermentable sugar in its carbohydrate fraction. 
Cases of anaemia and hypoproteinaemia were treated 
with blood transfusions and plasma infusions. Where 
necessary, cardiac weakness was treated with the usual 
cardiac stimulants. As avitaminoses were common, 
vitamin supplements were given. These provided vita- 
mins A, B complex, C, D, and E (tocopherol) in quan- 
tities equal.to about double the daily requirement of a 


normal adult. 








INFECTION IN THE NURSERY 


With the increasing demand for maternity beds the 
medical and nursing staffs of maternity departments have 
a heavy responsibility to ensure that proper precautions 
are taken to protect both mother and baby against the 
risk of infection. The newborn baby has little capacity 
to withstand infection even by bacteria of low patho- 
genicity, and a loose stool or pimple on the skin may be 
the danger signal of an outbreak that will cause havoc 
in the nursery, particularly among premature and arti- 
ficially fed infants. However, most of the infections, the 
incidence of which has varied in recent reports from 3 to 
30%, are relatively mild and, as Dr. Janet D. Roscoe 
pointed out in last week’s Journal (p. 1144), affect princi- 
pally the eyes (“sticky ” eye) and the skin, with the 
staphylococcus as the most frequently found organism. 
Coagulase-positive staphylococci are common in the 
maternity nursery ; they have been found in the noses 
of half the staff and 80-90% of the babies, in the throats 
and faeces of 20-50% of the infants, and in the dust and 
on bottles, towels, napkins, and the like. What is not yet 
known is whether these potentially pathogenic staphylo- 
cocci vary in their capacity to initiate infection. Sero- 
logical and phage typing of the staphylococcus may help 
to give the answer, and already there is some evidence 
that certain phage types are particularly associated with 
outbreaks of pemphigus.’ Certainly when an outbreak 
of pemphigus is bacteriologically investigated it is usual 
to find a widespread dissemination of the infecting type, 
but more studies are needed on the distribution and types 
of staphylococci in non-epidemic periods. It might well 
happen that one type will establish itself in the nursery 
in the absence of infection, and this is likely to occur 
when penicillin is being used indiscriminately, with the 
emergence of a penicillin-resistant strain. Should an 
1 Allison, V. D., and Hobbs, B. C., British Medical Journal, 1947, 2, 1. 

2. Proc. Roy. Soc. Med., 1948, 42, 216. 

3 The Control a Cross Injection in penal, Medical Research Council 


Memorandum No. 11, 1944. London: H.M 
4 Frazer, M. J. L., Arch. Dis. Childh., 1948, 23, 107. 





infant’s skin be made more susceptible to attack by the 
use of a rough towel or cheap soap or the conjunctiva 
by prophylactic silver nitrate, the prevalent staphylo- 
coccus becomes the infecting strain and may thus be 
wrongly identified as an “ epidemic ” type. It is possible 
that invasiveness—the power to attack healthy tissues 
—is particularly associated with certain types of the 
staphylococcus, as seems to be the case with the pneumo- 
coccus. It has already emerged that the capacity to 
produce enterotoxin is limited to two or three types of 
the staphylococcus—in particular types 6/47 and 42D ” ; 
but, as Dr. G. Martyn demonstrated in a paper appear- 
ing in last week’s Journal (p. 1146), the mere finding 
of enterotoxic staphylococci in the faeces of infants 
does not mean that these types are aetiologically 
associated with infantile enteritis. . 

With the coliform group of organisms, too, there may 
be “epidemic” and “endemic” types, for two sero- 
logical types of Bact. coli have been recently found in 
association with outbreaks of gastro-enteritis. The 
studies of Drs. A. M. McFarlan, P. B. Crone, and G. H. 
Tee, whose paper on the normal bacterial flora in 
infancy also appeared in last week’s issue (p. 1140), 
indicate that the opportunities for the spread of coliform 
organisms, as shown by their presence in the throat, are 
much greater in artificially fed infants, among which out- 
breaks of diarrhoea or vomiting mostly occur, than in 
breast-fed babies. However, the value of such studies 
would be considerably enhanced if the staphylococci, 
coliform organisms, or faecal streptococci found on the 
mucous membranes could be precisely identified by 
serological or phage typing, so that the introduction of 
a new strain, perhaps with pathogenic properties, could 
be recognized and related to any infective episode that 
might occur. 

Meanwhile the wide variation in the amount of nursery 
infection suggests that conditions could be improved in 
many maternity departments. Pupil midwives and 
nursery nurses need to be taught that babies require very 
different handling from adults, and they should be 
instructed in the dangers of cross-infection in hospitals 
and the means of controlling it, as outlined in the Medi- 
cal Research Council’s Memorandum* on the subject. 
The new Ministry of Health film entitled “ Tracing the 
Spread of Infection” would be a useful introduction to 
such instruction. The use of small units of four to'six 
beds which can be filled within 1-2 days and cleaned 
between each new “ intake” may also be recommended 
as a method of reducing hospital cross-infection* and has 
other advantages. The large often overcrowded nursery 
is fast becoming an anachronism, while the need for 
special units for premature babies is being increasingly 
recognized. Above all, breast-feeding with the minimum 
of supplementary feeds should be the objective in all 
maternity departments. 
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INTRAVENOUS PROCAINE 

Although procaine was discovered by Einhorn in 1905 its 
intravenous use is comparatively recent, for standard text- 
books on anaesthesia have pointed out for over 40 years 
that delirium, convulsions, and death might result from 
the injection of procaine directly into the vascular system. 
This is indeed true if a large dose is rapidly given, as many 
have testified since the drug was introduced. The first 
deliberate intravascular injection appears to have been given 
by Leriche and Fontaine! in 1935 for the treatment of 
endarteritis obliterans. During the war, following Lundy’s 
observation that it relieved the pruritus of jaundice,” intra- 
venous procaine was used to secure analgesia for the 
dressing of burns and wounds, and it was observed that 
it caused far less respiratory depression than morphine. 
It soon became clear that comparatively large amounts of 
procaine could be administered intravenously with safety 
if given slowly. The drug has been used in the last few 
years for a surprisingly large number of clinical conditions, 
ranging from “allergy to angina and pruritus to parturi- 
tion.”* There is no doubt that intravenous procaine can 
relieve pain without causing loss of consciousness or respira- 
tory depression ; this makes the drug particularly useful in 
the management of traumatic, inflammatory, and spastic 
conditions, and for the relief of pain in peripheral vascular 
disease. Not only is it analgesic but it causes peripheral 
vasodilatation. Fraser‘ and Mackersie*® have supplemented 
thiopentone anaesthesia with intravenous procaine, and 
other workers have used it, with apparent success, to obtain 
analgesia in labour.*-* 

There is evidence that cardiac irritability is reduced by 
procaine, which, in fact, is nearly as active as quinidine in 
this respect. It is now the practice of some anaesthetists 
to give procaine in an intravenous drip throughout thoracic 
operations because it not only prevents cardiac arrhythmias 
but abolishes the cough reflex, minimizes bronchospasm, 
relieves post-operative pain for several hours, and enables 
adequate analgesia to be maintained with smaller amounts 
of other agents.°* Siddons and Landau’® have recently 
used it in the treatment of post-operative atelectasis ; the 
patient is given an intravenous injection which enables him 
to cough violently without pain. In a paper appearing else- 
where in this issue Dr. H. E. Pooler refers to the high 
incidence of pulmonary complications after operations on 
the upper abdomen. He used procaine by intravenous drip 
as a method of maintaining the vital capacity after an oper- 
ation at its pre-operation level, and concluded that though 
this greatly relieved pain the increase in vital capacity was 
comparatively small. Good results with intravenous pro- 
caine have been reported in allergic states, such as serum 
sickness, drug and antibiotic sensitization reactions, asthma, 
and urticaria, though it has not been shown pharmacologi- 
cally that it possesses an antihistaminic action. 

Great care must be exercised in administering procaine 
intravenously owing to the danger of convulsions and 





1 J. Chir., Brux., 1935, 34. 537. 

2 Lundy, J. s., Clinical Anesthesia, 1942, Philadelphia. 

3 Mushin, W. 'W., and Rendell- — L., Lancet, 1949, 1, 619. 
4 Curr. Res. Anesth., 1949, 28, 203. 

5 Ibid., 1949, 28, 213. 

6 Allen, F. M., Amer. J. Surg., a 70, 283. 

7—— ef al., Curr. Res. Anesth., q3 

8 Johnson, K.., and Gilbert, C. ie! A., * ibid., 1946, 25, 133. 
® Bittrich, N. M., and Powers, W. F., ibid., 1948, 27, 181. 
10 Lancet, ‘1949, 2. 419. 

11 Curr. Res. Anesth., ioas, 27, 222. 


respiratory failure, and facilities for the treatment of dia 
complications should be at hand. Graubard and his go. 
workers'* recommend a dose of 4 mg. of procaine per kilo. 
gramme of body weight ; this is injected in a 0.1-0.2% sop. 
tion over a period of 20 minutes. This calculated dose jg 
usually tolerated without toxic effects. The rapid administra. 
tion of a 1% solution is sometimes used for the treatment of 
cardiac arrhythmias or status asthmaticus. If convulsions 
occur as the result of the injection they are treated with 
an intravenous barbiturate such as thiopentone, and 
circulatory and respiratory depression with ephedrine or 
d-desoxyephedrine and controlled respiration. 





TOTAL CYSTECTOMY 

Tumours of the bladder vary considerably in their Malig- 
nancy, but even benign growths tend to undergo malignant 
change if inadequately treated. While local removal o; 
destruction is satisfactory in some cases, there are many in 
‘which the size, multiplicity, or situation of the growths 
makes more radical treatment necessary. In a number of 
these cases the tumours are of low-grade malignancy and 
can be removed in their entirety by excision of the bladder. 
The need for diversion of the urinary stream before cyst- 
ectomy no doubt partly explains why this operation has 
not found greater favour with surgeons in the past. With 
cutaneous ureterostomy a double urinary fistula is an un- 
pleasant necessity, and the method of choice is transplanta- 
tion of the ureters into the colon. The fear of ascending 
infection of the kidneys is largely unfounded, for, as Ferris 
and Priestley’ have pointed out, a kidney which has good 
drainage whether to the bowel or the skin seldom becomes 
seriously infected except by the blood stream. Once the 
technique of transplantation can be successfully mastered 
the removal of the bladder presents a less serious problem, 
unless there is gross infiltration. Ferris and Priestley 
reported a fatality rate of 13% in i19 cases treated in 
hospital ; over a 10-year period they have reduced the 
number of stages of the procedure from three to two, and 
finally, as they acquired familiarity with the operation, to 
one in selected cases. They have adopted the intra- 
peritoneal rather than the safer extraperitoneal operation, 
since they found that it could be accomplished with reason- 
able expectation that leakage at the site of anastomosis 
would not occur. The relative safety of the extraperitoneal 
operation has been pointed out by Riches,? who reported 
a fatality rate of 8.3% in 60 cases in which transplan- 
tation was carried out; in 49 of these the operation was 
undertaken for new growth of the bladder or urethra. 

The results of cystectomy were further improved by 
Jewett and Lewis’s® finding that curability in deeply infil- 
trating tumours was very low, but that it increased when 
only the submucosa or the superficial muscle layer was infil- 
trated. They also showed that the degree of infiltration 
could be assessed before operation by bimanual examina- 
tion under full anaesthesia—the detection of a rubbery or 
stony mass almost invariably indicating deep infiltration. 
This is the most important single clinical method of dis- 
tinguishing between the cases in which operative treatment is 


1J. Urol., 1948, 60, 9: 

2 Brit. J. Urol., 1949, ot. 51. 

3 J. Urol., 1948, 60, 107. 

4 British Medical Journal, 1949, 1, 221. 
5 Proc. R. Soc. Med., 1933, 26, 1214. 
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— 
likely to be successful and those in which the growth will 


recur after total cystectomy. Sworn‘ has recently reported 
in this Journal six cases in which’ he performed cystectomy 
with no operative mortality ; he transplanted the ureter by 
embedding it in the bowel wall in continuity before its 
division. This method was described by Winsbury White® 
in 1933; it has the advantage of establishing firm union 
between ureter and bowel before either is opened, but 
it is no less liable to produce constriction at the anasto- 
mosis than other methods, and late results must be judged 
by renal function and by the appearance or otherwise of 
pelvic dilatation. Sworn’s second case, in which the 
growth was fixed to the pelvic wall, would have been 
included in the unsuitable group by Jewett and Lewis, and 
the early recurrence was to be expected. It is a sign of 
progress that more surgeons are successfully undertaking 
this extensive operation ; there would be even greater cause 
for satisfaction if more patients were examined with the 
cystoscope at an early stage of the disease, when such a 
formidable undertaking is less likely to be necessary. 





CANCER AMONG DIABETICS 


The proportion of diabetics who have cancer has been 
placed at from 1-9% by various workers, but the evidence 
on which their findings have been based has not been con- 
clusive. The problem of discovering whether cancer occurs 
more frequently among diabetic patients than among the 
rest of the population appears to be quite simple at first 
sight, but objections can be raised to several procedures 
that have been used in attempts to produce a solution. 
Mortality data are readily available, but the use of cancer 
deaths to measure the association with diabetes may be 
unreliable owing to the absence of concurrent conditions 
on the death certificates. With an accepted major cause 
of death such as cancer the physician may not report asso- 
ciated conditions, especially if they did not contribute to 
death. It seems unlikely, therefore, that a study of the 
associated causes of death on death certificates will lead 
to an unbiased answer. Objections to the use of clinical 
data can be raised on several grounds, but chiefly because 
the patients may not be representative of the general 
population of diabetics. 

Jacobson! has reviewed the work of previous investiga- 
tors and has analysed the data collected by the National 
Health Survey of the urban population of the United States 
during the winter of 1935-6. This survey included 2,500,000 
persons, among whom there were 2,912 males and 5,278 
females (aged 25 and over) reported as diabetic. Cancer 
was recorded for 18, or 0.6%, of the diabetic males and 
37, or 0.7%, of the females. The diabetics had more cancer 
than the general population questioned during the survey, 
and the ratio of the observed to expected cases was 1.26 
for males and 1.43 for females. The excess among males 
could have arisen by chance, but for the females and for 
both sexes combined the excess was statistically significant. 
The possibility that this excess was due to cancer of the 
pancreas was examined. Analysis of the mortality and 
morbidity data showed that this hypothesis was not a com- 
plete explanation. An apparent excess of cancer of the 
pancreas among diabetics might, of course, be explained 


1 Milbank mem. Fd Quart., 1948, 26. 90. 





by the greater likelihood of diabetes being reported when 
this organ is affected than when cancer occurs elsewhere. 
The evidence brought forward by Jacobson supports the 
hypothesis that the incidence of cancer is higher among 
diabetics than among non-diabetics, but information 
obtained by canvass of households is subject to pos- 
sible bias and may perhaps be diagnostically inaccurate. 
Despite these difficulties, this method avoids some of the 
objections that can be raised against data collected from 
death certificates or hospital records. 





AUTOTRANSPLANTATION OF JOINT CAPSULE 
In the aetiology of the rheumatic diseases allergic reactions 
have been regarded by many investigators as of great 
importance. Desensitization has therefore been the aim 
of several methods of treatment, but the results have not 
been always successful. In 1931 Forbes Mackenzie’ ” 
published the case of an elderly woman with arthritis who 
fractured the neck of her femur. From the time of admis- 
sion to hospital her arthritis steadily improved, she became 
much more active, the fracture united well, she lost her 
rheumatic pain and anaemia, and in her own words became 
a “new woman.” Impressed with this result, Forbes 
Mackenzie decided to operate in certain cases of severe 
arthritis, including cases of Still’s disease, by trephining the 
shafts of long bones, and obtained encouraging results. 
He found rarefaction and decalcification of the bone, and 
that the marrow had undergone a degenerative change, 
running out of the bone as a thin oily fluid, cultures of 
which were negative. These results were reported in the 
Australian Medical Journal in 1931 and in the British 
Medical Journal® in 1936, but afterwards seem to have been 
neglected. It is probable that the improvement obtained 
with this method of treatment rarely lasted long, as was 
the experience with treatment by injection of the patient’s 
own blood. 

Temporary improvement has often been noticed in 
rheumatic patients after operation on bones or joints and 
has been attributed to the entry into the circulation 
of antibodies from the damaged tissues. Novotny,‘ a 
Norwegian surgeon, was impressed with this effect, which 
often lasted for months, though most patients eventually 
relapsed. As injection of the patient’s own blood was so 
commonly ineffective, he concluded that the improvement 
after operation might be due to the liberation of sessile 
antibodies from the damaged rheumatic tissues. Bray*® had 
already suggested that the mobilization and introduction 
of sessile antibodies into the circulation might have a 
desensitizing action. Novotny therefore sought for a 
means of prolonging this effect, and about ten years ago 
he decided that it might be achieved by the excision of a 
piece of capsule from an affected joint and its subsequent 
transplantation. He has now reported the results in twelve 
cases of an operation in which he removed pieces of the 
capsule of the knee-joint and transplanted them in the 
abdominal wall in close contact with the deepest layers of 
the skin to take advantage of the active desensitizing power 
of.the skin. In some cases he sought to prolong the effect 


1 Med. J. Aust., 1931, 1, 441. 
2 Ibid., 1932, 2. 690. 

3 British Medical Journal, 1936, 1, 306. 

4 Acta med. scand., 1948, 129, 524. 

5 Recent Advances in Allergy, 1937, London. 
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by the subcutaneous injection of an extract prepared from 
a section of the capsule, but he has not yet made a large 
enough number of observations to report on this. 
Results of the operation have been encouraging so far. 
Novotny describes some of his cases in detail and discusses 
the underlying pathology: the series included one of 
gout and one with a history of gonorrhoea many years 
previously, though it was probably a rheumatoid rather 
than a gonorrhoeal arthritis. He recognizes that unless the 
source of the allergen is sought for and removed, or unless 
it has died out over the course of years, the effect of treat- 
ment may not be of long duration. While the number of 
cases investigated is insufficient to justify any final con- 


clusions, this method of treatment deserves further study. 





NEW HOUSES 

The well-being of the population, as reflected in the vital 
statistics, continues to improve in spite of the fact that many 
still live in conditions in which even to achieve cleanliness 
is a triumph. A few years ago it was estimated that about 
one-third of the houses in this country had no bathroom, 
and recent building will not have greatly increased the pro- 
portion. It is of course still a commonplace for three 
members of a family to share a small bedroom. Whatever 
may be thought of the speed with which new houses have 
been built since the war, or of the restrictions which limit 
the building of privately owned houses, the care which is 
now being taken by local authorities in the planning and 
construction of houses is a great improvement on the hap- 
hazard methods of the nineteen-twenties. To see what 
advances have been made it is only necessary to look at the 
excellent photographs in the Ministry of Health’s new 
Housing Manual,' which is a credit both to the Ministry 
and to the Stationery Office. In the 1944 Manual the 
emphasis was primarily on the provision of three-bedroom 
two-storey houses. In the new Manual local authorities 
are advised to branch out and provide homes for the elderly, 
for the single man or woman, for the larger family, and 
even for the “high-income groups,” and shown how to 
blend site planning and house design. The larger floor area 
permitted since 1945 (900-950 sq. ft. compared with 800- 
900 sq. ft.) has given architects a chance to design houses 
which, though they could hardly be called spacious, do 
allow a family some scope to expand, especially if space 
heating is used to make all the rooms habitable in cold 
weather. 

Mackintosh? defines the essential purpose of housing “ as 
the provision, so far as structure and equipment can do so 
within limits of cost in capital and maintenance, of the 
conditions of comfort, health, and enjoyment needful for 
making a home and for the nurture of a family.” He adds 
that this calls for a new and progressive outlook in those 
responsible for providing the homes of the future and the 
abolition of traditional and conventional ideas and methods. 
It now seems to be accepted that every family, and many 
individuals, are entitled to a separate dwelling, whether it 
be a house or a flat, but before this can be achieved several 
million more houses will have to be built, and at the same 
time a great many will, we hope, be pulled down. It’ is 





1 Housing Manual, 1949. London: H.M:S. 


S.O. 
2 Modern Trends in Public Health, 1949, edited by Massey, A., p. 249. London. 
3 A Charter for Health, 1946. London. 

4 Plan for Living, 1941. London. 
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therefore of the greatest importance that the form Of houses 
and towns should not, in Mackintosh’s words, Prove 4 
weakness in the structure of society, and on this the 
Ministry’s Manual has much useful advice to offer. In thi 
connexion it appears from the suggested lay-outs that the 
interests of the community in a residential area are gTouped 
around the following : day nursery, school, ‘shops, church 
community centre, allotments, and ‘public house. In 
Charter for Health* the British Medical Association mage 
known its views about the importance of housing in rela. 
tion to health, putting good housing first among the environ. 
mental factors which determine a people’s health. 

by the application of new ideas and methods will it be 
possible to counteract the sense of frustration voiced 
Clough’ Williams-Ellis,* who asked a few years ago: “ Why 


have to waste energy of body and of spirit in fighting all | 


our lives against inconvenience, ugliness, dirt, overcrowding, 
noise, traffic delays, lack of sunlight, lack of open-air. 
amenities, lack indeed of all or most of the basic things 
needed even for a merely tolerable existence, when by 
reasonable forethought and planning we could secure them 
all ?” 





NEW MINISTRY APPOINTMENTS 

Sir Wilson Jameson, Chief Medical Officer of the Ministry 
of Health and of the Ministry of Education, will retire op 
May 11 next year on reaching the age limit. Dr. J, A. 
Charles has been appointed to succeed him, and Dr. G. E. 
Godber succeeds Dr. Charles as Deputy Chief Medical 
Officer. When Sir Wilson Jameson followed Sir Arthur 
MacNalty as Chief Medical Officer in November, 1940, he 
entered a period of office that was to be more arduous than 
any his predecessors had experienced. His energy and 
ability were conspicuous during the war years, when great 
responsibility lay on those who administered the nation’s 
medical services, sometimes with barely adequate resources. 
Since the war the controversy about the National Health 
Service Act has put him in the difficult position of serving 
a Government often in conflict with the representatives of 
his own profession, but he has continued to serve both 
the Ministry and the profession’s needs with distinction. 
Wilson Jameson, as he then was, became Dean of the 
London School of Hygiene and Tropical Medicine in 1931, 
and he was also Professor of Public Health in the Univer- 
sity of London. In 1942 the Royal Society awarded him 
the Buchanan Medal for distinguished administrative ser- 
vice to the science and practice of hygiene. He received his 
knighthood in 1939, being created K.C.B. four years later ; 
he was appointed G.B.E. this year. 

Dr. Charles brings to the office a wide knowledge of 
medical administration gained as Medical Officer of Health 
of Newcastle-upon-Tyne and in his present post of Deputy 
Chief Medical Officer at the Ministry, which he entered in 
1944. During the past few years he has paid official visits 
to all the Scandinavian countries—where he made a special 
study of the hospital and public health services—and to 
the U.S.A. Dr. Godber was appointed a medical officer 
of the Ministry of Health in 1939 and first served in the 
Nottingham Region. In 1946 he was appointed a senior 
medical officer and in 1948 became a principal medical 
officer. Before joining the Ministry he was Assistant County 
Medical Officer of Health for Surrey. 








The 
owe 
bility 
that 
ion, 
and 
sud 
lize: 
ent¢ 
ene! 
Suc: 
Pet 
Fou 
Fac 
abl 
exis 
orig 
edu 








nistry 
re on 
J. A. 
G. E. 
dical 
rthur 
0, he 


and 
great 
ion’s 


ealth 
ving 
s of 
both 
tion. 

the 
931, 
iver- 
him 


| his 
ter ; 


- of 
alth 
uty 
1 in 
sits 
cial 

to 
cer 
the 
ior 
cal 
nty 








PHYSICIANS AND SURGEONS OF GLASGOW 


1223 


BRITISH 
MEDICAL JOURNAL 





Nov. 26, 1949 ° 
ORIGINS OF THE ROYAL FACULTY OF 
PHYSICIANS AND SURGEONS 
OF GLASGOW 


BY 
STANLEY ALSTEAD, M.D., F.R.C.P., F.R.F.P.S. 


Regius Professor of Materia Medica and Therapeutics, 
Glasgow University 


The Royal Faculty of Physicians and Surgeons of Glasgow 
owed its birth to a growing appreciation of communal responsi- 
bility in matters relating to health and disease. It often happens 
that popular opin- 
ion, amorphous 
and _ inarticulate, 


suddenly _crystal- 
lizes out in the 
enterprise and 


energy of one man. 
Such a man was 
Peter Lowe, the 
Founder of the 
Faculty. No reli- 
able information 
exists regarding his 
origins and early 
education, but we 
know that he spent 
30 years of his 
professional life 
on the Continent— 
mainly in France, 
where he was suc- 
cessively surgeon 
to Henry III and 
Henry IV, Kings 
of France. 

As Duncan aptly 
remarks on the 
period 1566-96: 
“During all these 
30 years France 
was a prey to fierce 
internecine religious 
wars.... There 
could certainly be 
no period better 
fitted for a military 
surgeon to practise 
all points and 
operations of sur- 
gery.” There is 
indirect evidence 
that Lowe was an 
educated man and 
apparently a 
Master of Arts, 
though his univer- 
sity was never 
mentioned. 
Cha racteristically 
ahead of his time, 
Lowe published his 
professional writings in English rather than the learned tongue. 
When the occasion demanded it, however, he resorted to Latin 
with equal facility ; and his publications were liberally seasoned 
with references to classical authors. 


Peter Lowe’s Campaign 


Immediately after his translation from Seine to Clyde, Lowe 
began his campaign for the organization of medical practice in 
the West of Scotland ; and there is abundant evidence that he 
used the Paris institutions as his model. In 1598 there occurred 
in the Kirk Session a sudden ebullition of interest in the creden- 





MAISTER PETER LOWE 
Founder of the Royal Faculty of Physicians and Surgeons of Glasgow the said Art of 


tials of medical practitioners, and this resulted in the inaugura- 
tion of an examining board. That the exertions of Master 
Peter Lowe were primarily responsible for these stirrings on 
the waters cannot be doubted. Not content with this, however, 
he memorialized King James VI on the subject, and in the 
second edition of his work, A Discourse on the whole Art of 
Chyrurgerie, he recalls this in the following words: 

“It pleased his Sacred Maijestie to hear my complaint about some 
fourteen years ago upon certain abusers of our Art, of divers sorts 
and ranks of people, whereof we have good store, and all things 
failing, unthrifts and idle people do commonly meddle themselves 
with our Art, who ordinarily do pass without either trial or punish- 
ment. The matter being considered, and the abuse weighed by his 
Majestie and Hon- 
ourable Council, 
thought not to be 
tolerated, for the 
which I got a privi- 
lege under his high- 
ness privy seal, to 
try and examine all 
men upon the Art 
of Chirurgerie, to 
discharge, and alldw 
in the West parts of 
Scotland, who were 
worthy or unworthy, 
to profess the 
same.” 


The Faculty’s 
Charter 


The Charter 
bears the date the 
penult day of 
November, 1599. 
After a brief refer- 
ence to the lament- 
able state of medi- 
cal affairs in the 
West of Scotland, 
it proceeds to con- 
fer on “ Maister 
Peter Low, our 
Chirurgiane and 
Chief Chirurgiane 
to our dearest son 
the Prince [Prince 
Henry, heir appar- 
ent, who died in 
1612 at the age of 
19], with the assis- 
tance of Mr. 
Robert Hamiltone, 
professoure of 
medicine, and their 
successors, in- 
dweller s of 
Citie of Glasgow 

full power 

to call before them 
. all persons 
professing or using 


Chirurgerie.” 

“The Visitors”—the official designation of Peter Lowe 
and Robert Hamilton—were to “visit every hurt, murdered, 
poisoned, or other person taken away extraordinarily ” and to 
report to the Magistrates. As regards the practice of medicine 
(as distinct from surgery), their powers were limited to inhibit- 
ing therefrom all but persons possessed of “a testimonial of 
a famous university where medicine be taught... .” Only 
drugs which had been approved by the Visitors, assisted by one 
William Spang, an old pharmacist of the burgh, could be offered 
for sale, and poisons which included “arsenick” and 
“‘ sublemate ” were to be sold, under pain of a fine of 100 marks, 
only by apothecaries, who were also charged to take caution 
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of the purchasers. Other duties of the Visitors are thus sum- 
marized by Duncan: to give monthly advice gratuitously to the 
diseased poor, to make provision for continuity of succession in 
the office of Visitor, to make by-laws, and to ensure the 
exemption of the members from taxation and personal service 
of specified kinds. 

The comprehensive nature of the charter as an instrument of 
practical policy touching medical and pharmaceutical practice 
provides additional light on the character of the surgeon who 
inspired it, for it is evident that Peter Lowe returned to Scot- 
land as a man with a mission. The distinction made between 
members practising as physicians and those practising as 








— 
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surgeons was in accordance with the custom of the times. 
Surgery was a handicraft to be learned in the same way as 
any other manual art. Medicine was recognized as a subject 
of academic study ; but in 1599 none of the Scottish universi- 
ties had given a proper place to the teaching of medicine 
(Duncan), and accordingly the physicians were obliged to take 
their degrees at Continental universities. 


Notwithstanding this difference of professional status and 
training, it was clearly Peter Lowe’s firm intention to bind 
into a single fellowship those who represented the two great 
branches of the healing art. At the same time. he carefully 
excluded the barbers from any mention in the charter, select- 
ing for his surgical colleagues in the Faculty only those who 
did not “barbourize.” In his Chirurgerie Lowe is unsparing 
in his contempt for the barbers: “Usurping the name of 
Chirurgion . . . they have scarce the skill to cut a bearde, 
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At 
which properly pertaineth to them.” Nevertheless, and 
inevitably, the barbers were admitted to the Faculty w 
year or two—but as dependants and not as crafts 
being described in the Minutes of June 22, 1602, as ‘ 
of chirurgerie.” 
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anxieties which the incorporation had to resolve in the three 
and a half centuries to follow the granting of the charter. 
These vicissitudes included the formulating of proper condi- 
tions for apprentices, the inauguration of systematic teaching, 
the contest between the surgeons and the barbers, and pro- 
tracted differences of opinion between the Faculty and the 
Town Council and the University respectively. Details of 
some of these phases are available in Duncan’s classical work, 
Memorials of the Faculty of Physicians and Surgeons of 
Glasgow, 1599-1850. The memorials also reveal the constant 
concern of the Faculty to foster the objects of its charter, 
protecting the public from the depredations of the charlatan 
while maintaining the honour and dignity of the profession of 
medicine. 
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REFRESHER COURSE FOR 
MANAGEMENT OF ACUTE 


GENERAL PRACTITIONERS 
PNEUMONIAS IN ADULTS 


BY 


J. G. SCADDING, M.D., F.R.C.P. 


Dean, Institute of Diseases of the Chest; Assistant Physician, Brompton Hospital; Physician and Senior Lecturer in 
Medicine, Postgraduate Medical School of London 


Since the introduction of chemotherapy most patients with 
pneumonia have been treated in their own homes. This 
means that therapy is often begun without the establish- 
ment of a specific diagnosis by laboratory methods ; and, 
indeed, from the practical standpoint such a procedure is 
unnecessary in most cases, even though in a minority it 
is an essential guide in therapeutics. In the practical 
management of pneumonias, therefore, it is desirable to 
adopt a procedure which, while not leading to unnecessary 
calls on laboratory facilities for the general run of patients, 


’ makes available the maximal degree of help from the 


laboratory for the minority in which such aid is required. 
As a working classification .acute pneumonias may be 
divided into three main groups. 


Acute Bacterial Pneumonias 


Of these, pneumococcal pneumonia is the most frequent, 
constituting 70% to 80% of the group. Haemolytic strepto- 
coccal, staphylococcal, and Friedlinder’s bacillus pneu- 
monias are the most important other members. The 
pneumococcus and haemolytic streptococcus are, in 
general, sensitive tp sulphonamides, and most strains of 
staphylococcus show some sensitivity. All three are sensi- 
tive to penicillin, though resistant strains, especially of the 
staphylococcus, are encountered. Friedlander’s bacillus 
is not responsive to either of these agents, but is fully 
sensitive to streptomycin ; fortunately, acute pneumonias 
due to Friedlander’s bacillus are rare in this country. 


Virus Pneumonias 


_ This is a group to which much attention is being directed 
at present. It may be subdivided as follows : 

1. Pneumonias Associated with Epidemic Influenza.— 
There is good evidence that these are due to the com- 
bined effects of the influenza virus and a variety of inde- 
pendently pathogenic bacteria, the relative contribution of 
the virus and the bacteria to the pathological picture vary- 
ing from case to case. These pneumonias are essentially 
of mixed origin, and it is certainly misleading to regard 
them as characteristic of virus pneumonias. It is probable 
that the bacterial component of the infection is susceptible 
to treatment by appropriate specific agents, but there is 


as yet no satisfactory evidence about the specific treatment - 


of the group as a whole. 

2. Psittacosis—Ornithosis Group.—Viruses of this group 
may give rise to illness in, or be carried by, birds of the 
parrot family, pigeons, certain other birds, and possibly 
by some small mammals. There is some evidence that the 
human infection is susceptible to very large doses of 
penicillin, but the newer antibiotic aureomycin appears to 
be fully effective. 

3. Pneumonias Due to Other Viruses—There are certainly 
other viruses which can cause pure virus pneumonias in 
man. The identification of these viruses has hitherto 
proved very difficult, and is a research project rather than 
a practical clinical procedure. Pneumonias due to viruses 


of this group generally show no response to sulphonamides, 
penicillin, or streptomycin ; they may respond to aureo- 
mycin and possibly to chloromycetin. 


Aspiration Pneumonias 

Under this heading are included all those pneumonias 
which are occasioned rather by a breakdown of the normal 
mechanical defences of the lower respiratory tract than by 
the presence of specific invasive organisms. The most 
obvious examples are the hypostatic and terminal pneu- 
monias, in which the prognosis is that of the underlying 
condition. Many other pneumonias belong to this group, 
notably some of those which occur in persons who have 
excessive secretions in the respiratory tract for one reason 
or another—e.g., the chronic bronchitics, sufferers from 
chronic nasal catarrh, and patients with acute respiratory 
catarrhs of various sorts. These pneumonias may be 
diffuse or localized. The former will present as basal 
bronchopneumonias in bronchitic subjects ; the latter often 
do not present clinically as acute pneumonias at all, and 
will therefore not be further discussed here. In this group 
as a whole the organisms most frequently found in the 
sputum are Str. viridans, non-haemolytic streptococci, 
pharyngeal neisseriae, Pfeiffer’s bacillus, and possibly some 
of the less invasive types of pneumococcus—in fact, a 
flora similar to that of the upper respiratory tract. 


Treatment 


With these considerations in mind we may consider the 
management of a patient who presents with acute pneu- 
monia. In such a case the invading agent will not be 
known at the beginning of treatment. Hence the most 
reasonable procedure is: to obtain material for the later 
establishment of an aetiological diagnosis if required ; to 
treat immediately on standard lines ; and to modify treat- 
ment later, if necessary, in the light of any information 
which may become available about the aetiology. This 
standard treatment may be considered under two head- 
ings: general and symptomatic measures, and specific 
treatment. 


General Measures Applicable to all Pneumonias 

The patient with acute pneumonia must be kept in bed 
with adequate nursing care. He should occupy a well- 
ventilated room maintained as far as possible at an equable 
temperature of about 65° F. (18.3° C.). Patients are often 
more comfortable if kept slightly propped up with pillows, 
but some prefer lying flat, and the patient’s comfort should 
decide the position in which he is nursed. In gravely ill 
patients slight changes of position should be made every 
few hours in order to avoid hypostatic effects. Physical 
examination should be done carefully, but not more fre- 
quently than once daily. If there is difficulty in diagnosis, 
either of the primary disease or its complications, bedside 
radiography imposes little strain on the patient and should 
be employed. It should be remembered that all drugs 
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used in symptomatic treatment can have undesirable effects, 
and no such drug should be prescribed unless there is a 
real indication for it. 
Diet 

In the acute stages of pneumonia the patient usually has 
complete loss of appetite, and as the duration of the disease 
is short there is little point in attempting to force unwanted 
food upon him, provided an adequate intake of fluid and 
carbohydrate is maintained. For an adult, a total fluid 
intake of about 4 pints (2,500 ml.) daily is suitable. Part 
of this may be given in the form of drinks sweetened with 
as much glucose or cane sugar as his taste will permit, 
flavoured with any suitable fruit juice, and made up in 
plain or soda water. Milk may be given, hot or cold, 
preferably with extra sugar and flavoured in any acceptable 
way. If the patient does not like sweet drinks lactose may 
be used instead of glucose or cane sugar; lactose may 
also be useful in cases with abdominal distension, as it gives 
rise to less intestinal fermentation. Eggs, cereals, custards, 
thin buttered bread or toast, fish, minced lean meat or 
chicken, mashed potato, and vegetable purées can be added 
when the patient’s condition permits. 


Relief ,of Pain 

Pleuritic pain may be relieved by a kaolin poultice. Care 
should be taken that this is applied in such a way as to 
avoid interference with respiratory movement. If pain is 
severe, morphine or other opium derivatives, or pethidine 
may be required (see below). Occasionally the pleuritic 
pain may be extreme, and if in such a case it is well 
localized the injection of 5 to 10 ml. of 2% procaine 
just external to the parietal pleura in the painful area may 
be helpful. 

Sleeplessness 

The combination of restlessness, pleuritic pain, and 
irritating unproductive cough often demands the use of 
morphine or one of its analogues to secure sleep. The 
only danger of these drugs. arises from their depressing 
action on the respiratory centre and the intestinal motility. 
They should not be given to patients with cyanosis due 
to a complicating bronchitis, or to those with any signs of 
abdominal distension. In all other patients morphine, 1/6 
to 4 gr. (10 to 15 mg.), or pethidine, 50 to 100 mg. hypo- 
dermically, can be used if necessary to secure sleep. If 
ineffective cough is the chief obstacle to sleep, codeine 
phosphate, $ to 1 gr. (30 to 60 mg.), may be sufficient. 
Should it be necessary for the relief of pain and to secure 
sleep to administer morphine to a cyanosed patient, oxygen 
must be given by an efficient method. If there is so much 
complicating bronchitis or severe abdominal distension that 
morphine and its analogues are contraindicated, paral- 
dehyde is generally the most useful hypnotic. It may be 
given by mouth in a dose of 2 drachms (7.5 ml.) in a 
suitably flavoured mixture, or in $ oz. (30 ml.) of whisky 
or brandy; or by rectum, 4 drachms (15 ml.) in 6 oz. 


(180 ml.) of water. 
Deliriam 


This complication may require treatment. Reduction 
of temperature by tepid sponging and the relief of anoxia 
by oxygen administration may be effective. Phenobarbitone 
soluble, 1 to 2 gr. (60 to 120 ml.) subcutaneously, or paral- 
dehyde by rectum as suggested above may be helpful. In 
patients known to be alcohol addicts, whisky or brandy, 
+ oz. (30 ml.) four-hourly, should be given if there is 
delirium. Apart from this, alcohol is of no value in the 
treatment of pneumonia. 

Cough 

Distressing and ineffective cough should be controlled 

with a suitable linctus containing codeine or, in more 


Marca Tatas 
. . ae 
troublesome cases, diamorphine (heroin). <A Producti 
cough is to be encouraged by supporting the patient durin 
bouts of coughing, by simple postural methods if 8 
general condition permits, and by the relief of Pleural pain 


Meteorism 

Abdominal distension may become troublesome. In such 
cases treatment should be started with a simple soap en 
and the passage of a flatus tube. If these measuthé a 
not sufficient, turpentine or bile enemas and the = 
cutaneous injection of pituitary extract,- 0.5 ml., or of 
Prostigmin, 1 mg., may be effective. The administration of 
oxygen in a concentration as near 100% as possible from 
a B.L.B. or similar mask may lead to diminution of the 
distension by causing absorption of the gases into the 
blood stream. 

Oxygen Administration 

The anoxaemia of pneumonia is probably responsible 
for many of the so-called toxic symptoms. It is due to 
many factors, some of which can be relieved by oxygen 
administration. In any cyanosed patient, therefore, oxygen 
should be administered by an effective method. This 
applies particularly to those forms of pneumonia which 
are complicated by much bronchitis. An efficient mask 
of the B.L.B. type or a tent should be used. 


Cardiovascular System 

Pneumonias mainly affect the heart indirectly, through 
the peripheral vascular system and by anoxia, though there 
may be some direct toxic effect on the myocardium. There 
is no justification for the routine use of drugs alleged 
to have an effect on the heart. In particular, digitalis 
should be given only if there is pre-existing cardiac disease 
for which its use is indicated or if an abnormal rhythm 
develops. The form of circulatory collapse most com- 
monly seen in patients gravely ill with pneumonia presents 
a picture of falling blood pressure with rising regular pulse 
rate. Digitalis and similar drugs have no effect in cases 
of this sort. Analeptics such as camphor, nikethamide, 
and “ cardiazol ” are widely used to combat this condition 
but since the essential cause is a peripheral vasomotor 
failure, and any stimulating effect that may be produced 
by these agents is of central origin, their value is doubtful. 
Adequate oxygen therapy and the administration. of 
glucose are the most rational procedures. 


Specific Treatment 


In the case of apparently primary pneumonias of lobar 
extent the pneumococcus is so frequently the causative 
organism that, pending an aetiological diagnosis, it is 
reasonable to treat all cases of this sort in the first instance 
as if they were caused by the pneumococcus ; but whenever 
possible material should be obtained for bacteriological 
examination before beginning treatment. Sputum is the 
best material, if a good specimen is available, and this can 
generally be produced by encouraging the patient to cough. 
If sputum is unobtainable a throat swab may give useful 
information, but is less reliable. Lung puncture is justifi- 
able only for special purposes. In any gravely ill patient 
a blood culture should also be taken before treatment is 
begun. 

Sulphonamides 

In a case of average severity, after a specimen of sputum 
has been obtained for culture sulphonamide treatment 
should be instituted. Of the commonly available sulphon- 
amides, sulphamezathine causes relatively little nausea and 
vomiting and, having an acetyl derivative of high solubility, 
very rarely gives rise to renal complications. It is therefore 
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suitable for routine treatment. Adequate dosage is essen- 
tial : for an adult an initial dose of 3 g. should be given, 
followed by | g. four-hourly, or in severe cases 1.5 g. four- 
hourly. This dosage should be continued for two or three 
days ;if there has been a favourable response it may then be 
reduced to 0.5 g. four-hourly. In the average case treat- 
ment should be continued for five or six days, giving a total 
dose of 25 g. to 30 g. Adequate fluid intake should be 
ensured while sulphonamides are being given. 

If there is a poor response to treatment, with no improve- 
ment in the patient’s condition after 48 hours, the cause 
should first be sought. If material for bacteriological 
examination has been obtained at the beginning of treat- 
ment, the reports should then be available and may provide 
a clue to the failure to respond. It may be that the 
organism is poorly sensitive or not sensitive at all to the 
sulphonamide in use—e.g., infection with Staph. aureus or 
Friedlainder’s bacillus. The possibility of acute tuberculous 
pneumonia, or of the pneumonia being secondary to some 
underlying lesion of the lung, such as a carcinoma obstruct- 
ing a bronchus, should also be considered. If all these 
possibilities can be excluded, local complications, especially 
the early development of empyema, should be suspected ; 
if there is any suspicion of empyema the chest should be 
needled over the area most dull to percussion. If none 
of these factors is present and the organism is sensitive both 
to sulphonamides and to penicillin, or relatively insensi- 
tive to sulphonamides and sensitive to penicillin (such as 
Staph. aureus), penicillin treatment should be instituted. 


Penicillin 

Penicillin is not only indicated in cases which have failed 
to respond to sulphonamides or which are caused by 
organisms resistant to these drugs, but in certain instances 
is required from the beginning of treatment. Penicillin 
is indicated in cases of staphylococcal infection and those 
in which sulphonamides are contraindicated—for instance, 
in patients known to be sensitive to sulphonamides or in 
whom there is antecedent renal disease. In addition, in 
patients who are severely ill at the time-when treatment is 
begun, who are severely dehydrated, or who have trouble- 
some vomiting, penicillin from the beginning is a prefer- 
able form of treatment to sulphonamides in spite of the 
greater difficulty of its administration. In some severe 
cases it may be advantageous to give sulphonamide and 
penicillin treatment simultaneously. The most reliable 
way of giving penicillin remains the three-hourly intra- 
muscular injection : 15,000 to 25,000 units three-hourly will 
maintain an effective blood concentration in most cases of 
pneumonia due to penicillin-sensitive organisms. The incon- 
venience of such frequently repeated doses may be avoided 
by giving larger amounts of soluble penicillin less fre- 
quently—e.g., 100,000 to 200,000 units six-hourly—but the 
maintenance of a constantly effective blood concentration is 
not entirely certain by this method. The most convenient 
way of administration of penicillin is by using one of the 
slowly absorbed preparations, such as procaine penicillin 
in oil. Of this, 100,000 to 200,000 units every 12 hours 
will usually, but not certainly, maintain an adequate 
concentration. 

Treatment of Virus Pneumonias 

The diagnosis of virus pneumonia is unlikely to be made 
in practice except as a result of exclusion of other diagnoses 
or in the presence of an epidemic. 

Pneumonias Associated with Epidemic Influenza.—These 
should be treated on the lines applicable to the bacterial 
component of the infection. There is no indication at 
present of any agent effective against an influenza virus 
itself. 


Pneumonias of the Psittacosis-Ornithosis Group.—These 
cannot be diagnosed with certainty clinically, but may be 
suspected when the illness starts with severe constitutional 
symptoms, when there is the later development of signs of 
consolidation, and if there is a history of contact with 
parrots or pigeons. Proof of the diagnosis will generally 
rest upon a positive complement-fixation test in blood 
taken during convalescence. If the diagnosis is suspected, 
very large doses of penicillin (up to 2,000,000 units a day) 
may be effective. Aureomycin appears to be curative in 
oral doses of 0.5 g. six-hourly,’ and should be used if 
available. Chloromycetin may also be effective. 

Pneumonias presumably due to unidentified pneumono- 
tropic viruses (“ primary atypical pneumonia”) may be 
suspected clinically when the illness starts with constitu- 
tional symptoms, the signs of pneumonia appear late 
(about the third to fifth day), the leucocyte count remains 
low, and there is no response to sulphonamides or 
penicillin. The suspicion would be supported by the 
occurrence of similar cases in the neighbourhood and by 
the development of a high titre of “cold agglutinins ” in 
the blood during convalescence. In such cases aureomycin 
has been reported to be of value. It would be reasonable 
to give it by mouth in doses of 0.5 g. six-hourly to a 
severely ill patient, but the great majority recover after 
a relatively brief illness, and the drug is at present scarce 
and expensive. 


Treatment of Aspiration Pneumonias 

The mildest pneumonias of this group are unlikely to 
be recognized clinically without the aid of radiography ; 
the most severe occur as complications of other serious 
illnesses. The types which are most likely to present 
clinically as “ pneumonias” are the patchy basal broncho- 
pneumonias of the bronchitic subject and some of the 
post-operative bronchopneumonias. In these, as in all 
pneumonias of this group, there is a considerable 
mechanical factor, early attention to which may cause 
rapid alleviation of the condition before there has been 
any severe invasion by bacteria, although infection by 
specifically invasive organisms may occur at any stage. It 
is therefore wise in such cases to start as with apparently 
primary pneumonias by obtaining material for bacterio- 
logical examination and instituting standard sulphonamide 
or penicillin therapy. At the same time the mechanical 
factors should receive careful attention. The patient must 
not be allowed to remain constantly in the unfavourable 
posture which he will naturally tend to adopt. He will 
most often be found lying in the position which prevents 
him from coughing—i.e., that in which the affected 
area of lung is least favourably placed for the expulsion of 
secretions. He should be made to change his position into 
a more favourable one and encouraged to cough. Deep 
breathing is helpful ; administration of 7% carbon dioxide 
in oxygen may have a comparable effect in uncooperative 
patients. In post-operative cases no tight bandages which 
might obstruct full respiratory movement should be per- 
mitted. Abdominal distension, if present, should receive 
attention. Only in special circumstances will more drastic 
measures be required, such as bronchoscopy or bronchial 
suction. If these steps to deal with the mechanical factor 
result in rapid relief of symptoms and disappearance of 
physical and radiological signs it is usually safe to dis- 
continue sulphonamide or penicillin treatment. If, how- 
ever, this happy result does not ensue, it may be assumed 
that infection by an invasive organism has occurred, and 
investigation and treatment as suggested for apparently 
primary pneumonia are indicated. 
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Convalescence : 
Convalescence after pneumonia proceeds at a very vari- Correspondence 
able pace. In a case of pneumococcal pneumonia of ———__ 


average severity the patient may be allowed out of bed 
after the temperature has been normal for seven days. In 
cases of greater or less severity appropriate periods of bed 
rest are needed. In pneumonias of the aspiration type 
the patient should be allowed out of bed as soon as his 
general condition permits. Breathing exercises, which 
should be applied as therapy in aspiration pneumonias, 
are helpful in convalescence from acute specific pneu- 
monias by hastening the return to normal lung function, 
and should be started soon after the temperature falls. 
After resolution appears to be complete clinically it should 
be confirmed radiographically. An adequate period of 
convalescence should be enforced, the duration of which 
will depend upon the sort of life to which the patient has 
to return. 








A SNOOP AT N.HLS. 


Mass Observation, which since 1937 has been uncovering the 
opinions of the British people on such contrasting topics as 
juvenile delinquency, clothes rationing, and public houses, has 
now investigated their attitude towards doctors. In a report 
published this week’ the observers conclude that the National 
Health Service is, so far, a welcome innovation, and record 
general appreciation and some surprise that the attitude of the 
family doctor underwent no noticeable change on the appointed 
day. “I called in the doctor to my baby son on the day of 
the inception of the new Service,” said a young father who 
was interviewed. “I don’t know what I expected, but I did 
feel mildly surprised when the doctor arrived at the house and 
behaved precisely as he had always done.” 

This survey not only records universal resentment against 
the size of the weekly contributions, but the inquisitors fall 
into the error of their witnesses in believing the entire sum of 
the National Insurance contribution to be paid into the Health 
Service. The reply from one housewife is typical: “... We 
never paid a doctor 5s. a week, but received the same attention 
from the hospital under the H.S.A. scheme for 4d. a week.” 

The report attempts to throw light on the ways in which 
patients occupy themselves in the waiting-room. All are 
resigned to a long wait, but appreciate that the doctor’s slow- 
ness with each patient indicates a painstaking consultation for 
themselves. They complain they cannot afford to spend so 
long away from their own homes, and all condemn the person 
taking advantage of “free” treatment to worry the practitioner 
with a trivial complaint or a request for an unnecessary bottle 
of medicine. The conversation among the waiting patients is 
predominantly concerned with each other’s pathology. An 
incidental disclosure of the report is the number of patent 
medicines still kept in British households despite the removal 
of the financial barrier to medical consultation. Three families 
in five maintain a medicine cupboard, the most popular con- 
tents of which are aspirins, laxatives, vitamin preparations, anti- 
septics, “ tonics,” and cough cures. The advantage offered by 
patent medicines is one of time—it is easier and quicker to 
swallow a dose in the house than to go out and visit the doctor. 

The opinions of only two doctors are included in the survey, 
though a larger number of practitioners were interviewed by 
the authors. These two are anonymous partners with con- 
flicting opinions about the N.H.S., but both are agreed on the 
increase in their medical and paper work since its inception, 
and on the inadequacy of the capitation fee. 

The report is far from comprehensive and leaves the serious 
reader with considerable doubt whether it mirrors the true 
opinions of the public at all. It makes entertaining reading, 
however, and Mr. Ronald Searle’s illustrations are scrupulously 
fair in their ungenerosity to the profession and the patients. 





‘Meet Yourself at the Doctor’s, by Mass Observation, with draw- 
ings by Ronald Searle. (3s. 6d. 


The Naldrett Press, 1949.) 


Alcohol and Cirrhosis of the Liver 


Sir,—Your leading article entitled “Alcohol and Cirrhosis 
of the Liver” (November 5, p. 1030) raises several interesting 
points. There is evidence that in occupations which involye an 
excessive intake of alcohol there is a high mortality from 
cirrhosis of the liver. Thus the standard mortality ratio from 
cirrhosis of the liver in inn- and hotel-keepers is 115g—j¢ 
114 times the mortality from cirrhosis in the population ag g 
whole. In barmen the standard mortality ratio is 600, or six 
times the rate in the population as a whole. 

In inn- and hotel-keepers there is also a high mortality from 
diabetes, with a standard mortality ratio of 325, or three and a 
quarter times the rate in the population as a whole. The rela- 
tionship between alccholism and diabetes is an interesting one, 
and the association is partly explained by the fact that in Many 
alcoholics the calorie intake is in excess of energy requirements, 
This will lead to obesity and hence a predisposition to diabetes, 
In diabetes, as in chronic alcoholism, there is often a fatty 
infiltration of the liver, as well as nutritional deficiencies caused, 
possibly, by deficient intake, defective absorption, or ineffective 
utilization of vitamins and amino-acids. 

It has been pointed out that the addition of choline to 
alcoholic or saccharine beverages may be of benefit, but there 
arises the additional possibility that an excessive intake of 
sweets in children may lead to liver damage, as it would 
appear from the work of Professor C. H. Best and his 
colleagues (November 5, p. 1001) that alcohol and sugar are 
equally effective in producing cirrhosis of the liver, at any rate 
in experimental animals. There is a danger, therefore, that a 


_child who is eating large quantities of sweets will have a diet 


which is unbalanced and defective in protective foodstuffs ; this 
may lead not only to dental defects but possibly also to liver 
damage, a damage which may not show any immediate clinical 
effect but may possibly lead to a reduced resistance to hepato- 
toxic agents. 

There is some evidence that an excessive intake of sweets 
during pregnancy may lead to an excess mortality in the infant. 
Thus the mortality is high among infants of mothers whose 
husbands are employed in certain occupations associated with 
sugar confectionery, as may be seen from the following table. 











Code ae ~~ sy 
No. row 1931 a0 
- "Eicken exbeoaun = 24 101 79 
tionery (sweets) os aa 22 52 141 

Total a 125 405 103 

















The combined rate of 103 per 1,000 legitimate live births, 
with a standard error about nine, must be regarded as signifi- 
cantly high in comparison with the national rate of 61.6 at that 
time. The adverse effects during pregnancy of an increased 
intake of sugar or alcohol may be due to liver damage and 
an increased liability to toxaemia. We know, for example, 
that there was a decreased mortality from toxaemia during 
the war years. It is interesting to note that during the period 
1939-49, when sweets and sugar were rationed, there was 4 
marked decrease in maternal and infant mortality, in dental 
defects in children, and in mortality from diabetes and cirrhosis. 
There are, of course, many factors involved in these decreases, 
but no doubt the diminished intake of alcohol and sugar was 
responsible for some of these effects. 


If the suggestion of adding choline to alcoholic drinks is to _ 


be taken seriously, why not include sweets at the same time? 
At any rate mothers should be warned of the undesirability of 
giving large quantities of sweets to their children, a warning 
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which has often been given in the past, but to which additional 
ort is given by this new evidence. It is possible that the 


su Pp e aia e ° 
a aniag of sweets and sugar confectionery is a blessing in 
disguise. 

All the standard mortality ratios quoted in this letter are statisti- 


cally significant and refer to the experience in the years 1930, 1931, 
and 1932." 


—JI am, etc., 
Sheffield. W. Hosson. 
REFERENCE 
1 Registrar-General’s Decennial eK | ee and Wales, 1931, Part Ila, 


“ Occupational Mortality,” London: H.M. 


Uses of Streptomycin 


Sir.—In your leading article (November 12, p. 1098) you state 
that the decision to use streptomycin is emphatically one for 
the expert only. This pronouncement would appear to pre- 
clude the general practitioner from using this valuable anti- 
biotic, since he cannot claim to be an expert. General 
practitioners are however, by and large, sensible and re- 
sponsible people who have received a careful scientific train- 
ing and have satisfied their examiners that they are capable 
of carrying out treatment for their patients. 

What is the use of spending time and trouble teaching students 
pharmacology and bacteriology and then preventing them from 
using the very substances they have been taught to use 2? What 
is the use of having scientific journals in which appear papers 
giving an account of the most recent discoveries ? Are these 
papers intended to be read by experts only ? 

Now, Sir, every sensible practitioner will agree with the 
general tenor of your leading article and will concede at once 
that streptomycin is not a substance to be used indiscrimi- 
nately, that it has serious toxic possibilities, and that the impli- 
cations towards public health are not lightly to be disregarded. 
But surely it is not in the best interests of medicine that general 
practitioners should for all time be discouraged from using the 
potent remedies which science has placed at their disposal. 

In this part of the U.K. the Northern Ireland General Health 
Services Board, acting on the advice of the Northern Ireland 
Ministry of Health, recently saw fit to prohibit the use by 
general practitioners of para-aminosalicylic acid, a relatively 
innocuous substance, on the grounds that it was “still in the 
experimental stage.” 

These prohibitions seem to imply that the general practi- 
tioner is a careless fellow, that he will take no trouble to find 
out the properties of a new substance, that he is sure to pre- 
scribe it in the wrong type of case, that he will either under- 
dose or over-dose his patients, and finally that he is quite 
unfitted to be trusted with any new scientific discovery. 

The point I want to make is that the general practitioner 
should be treated as an intelligent individual. He must be 
given the opportunity to use these new substances. To do 
otherwise would seem to be a further attempt to relegate him 
to the role he is fast assuming—that of a signpost to the nearest 
hospital—I am, etc., 


Belfast. H. J. CRONHELM. 


Sir,—It would appear that the question of reinfection and 
reactivation in pulmonary tuberculosis is going to be one of 
even greater importance in the future than it has ever been. 
Development of resistance to a drug is due, I believe, to one of 
two causes: (1) the survival of a small number of “ persisters ” 
which continue to multiply when the vast majority of the sensi- 
tive organisms have been destroyed ; (2) the exposure of the 
organisms to concentrations of a drug sufficient to retard growth 
but not to kill. 

It is well known that live tubercle bacilli survive in a primary 
or other minimal tuberculous lesion which has long since ceased 
to show any evidence of activity, if it ever did, and that they 
can, years later, give rise to manifest disease. Will the strepto- 
mycin now released for general use, and the allied antibiotics 
which will in due course be available, leave in those people 
resistant strains of tubercle bacilli when the drugs are concur- 
rently used for the many other infections against which they are 
potent ? 


Until someone demonstrates conclusively that they will not, 
I personally must agree with your leading article (November 
12, p. 1098) that “ streptomycin should be reserved for use only 
on the clearest indications and under the closest observation.” 
In’ spite of the galaxy of talent apparently arrayed against 
your opinion in the columns of the Sunday Express (November 
13)—some of it perhaps unwittingly—and in spite of forecasts 
of wonders yet to be in the same publication, it will be a very 
long time before we can dispense with the old-fashioned 
sanatorium routine, however carefully the drugs are used.—I 
am, etc., 


Eardisley, Hereford. KENNETH MURRAY. 


Sir—I should like to pay tribute to the excellence of your 
leading article on streptomycin (November 12, p. 1098), arising 
from its general issue. Having pioneered the first trial in this 
country, I agree with all your points, and I only hope the 
medical reader will take to heart the sober advice given. 

It was with great regret and misgiving that I read the bad 
press given to the article in some of the Sunday papers. Their 


reports were non-factual and irresponsible.—I am, etc., 
D. G. MADIGAN. 


Bromley, Kent. 


Streptomycin in Ulcerative Colitis 


Sir,—In your leading article on the uses of streptomycin 
(November 12, p. 1098) it is stated that in ulcerative colitis 
streptomycin is useless. This is true for the common type 
of so-called idiopathic ulcerative colitis, when no _ specific 
organisms can be isolated from the stools. In certain rare 
cases, however, Gram-negative bacilli, usually Proteus or 
Ps. pyocyaneus, can be grown from the stool. These organisms 
are probably secondary invaders, but if they can be eradicated, 
even temporarily, a remarkable cure of the ulcerative colitis 
may be achieved. Cases of ulcerative colitis harbouring these 
organisms often suffer from profuse rectal haemorrhages which 
ordinary treatment will not stop. A brief account of a case 
of ulcerative colitis treated with streptomycin might therefore 
be of interest. 


A woman, aged 39, had been suffering from severe ulcerative 
colitis for 22 years. She had had periods of remission. Her present 
attack lasted six weeks before admission. She got rapidly worse and 
on admission was passing about 24 motions during the 24 hours. 
Her stools contained blood, pus, and mucus. Stool culture yielded 
a profuse growth of Ps. pyocyaneus and Proteus. A blood examina- 
tion showed bleeding time three minutes; clotting time four and a 
half minutes; prothrombin time 45 seconds; platelet count 300,000; 
haemoglobin 58%; R.B.C. count 3.0 m.; C.I. 0.9; W.B.C. count 
18,000. She had a high, remittent pyrexia, and was markedly wasted 
and toxic-looking but mentally alert. Apart from tenderness over 
the colon no other evidence of organic disease was found. Sig- 
moidoscopy showed gross ulceration of the rectum and lower sigmoid 
colon typical of acute ulcerative colitis. 

The patient was at first treated with a course of “ sulphasuxidine ” 
and penicillin injections, and was also given repeated blood trans- 
fusions. She had a high-calorie low-residue diet and added vitamins. 
On this treatment her diarrhoea did not clear up and her condition 
deteriorated rapidly. She continued to pass large quantities of pure 
blood per rectum, and the persistent blood loss required repeated 
blood transfusions. The patient’s condition appeared hopeless. 
Another stool culture yielded the same two Gram-negative organisms, 
which in a broth culture were completely inhibited by streptomycin 
in amounts of 0.05 mg. per ml. of broth. I was fortunate in 
obtaining a small supply of streptomycin and started the patient on 
the following course of treatment: 2 g. of streptomycin was 
dissolved in 12 ml. of saline; and 2 ml. of this solution was given 
intramuscularly four-hourly for two days, followed by 1 ml. four- 
hourly for three days. At the same time the patient was also given 
streptomycin by mouth: 2 g. of streptomycin was dissolved in 
120 ml. of saline, and she was given 20 ml. of this solution four- 
hourly for two days, followed by 10 ml. four-hourly for three days. 
The patient thus received a total of 14 g. of streptomycin by mouth 
and intramuscular injections in five days. 

This treatment had a remarkable effect. Within 36 hours of start- 
ing it the rectal bleeding had stopped, the patient’s general toxic 
condition improved, and her pyrexia subsided. Her stools became 
less frequent, and two weeks after commencement of treatment she 
had only had one stool a day, and this was almost formed. Stool 
culture four days after commencement of treatment showed the 
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absence of the Gram-negative organisms, but they were found to be 
present again two weeks later, though at that time diarrhoea had 
ceased. She made an uninterrupted recovery. Seen four months after 
discharge from hospital she had gained 3 st. (19 kg.) in weight and 
had had no further attacks. A barium enema two months after com- 
mencement of streptomycin treatment showed appearances of the 
colon typical of advanced ulcerative colitis. It therefore appears that 
this rare type of ulcerative colitis responds dramatically to 
streptomycin. 


—I am, etc., 


London, E.11. ERIC FRANKEL: 


Medical Services of the Armed Forces 


Sirn,—May I hasten to reassure Dr. W. A. Bellamy 
(November 12, p. 1115) on the first of his two goints ? 
A field ambulance now includes one captain (non-medical) 
who is in fact, if not in name, an adjutant. I can support 
him from personal experience ; the appointment is an extremely 
valuable one. But it does not free the commanding officer 
from his desk any more than does the presence of an adjutant 
in an infantry battalion. The amount of time spent with his 
men still depends, as it always did, more on the personal 
approach of the C.O. than on the establishment. Dr. Bellamy 
may rest happy on the subject of conferences. They are still 
fairly regularly attended. Their value is as problematical as 
ever.—I am, etc., 

Manchester. RoBERT G. W. OLLERENSHAW, 

Lt.-Col., R.A.M.C. (T). 


Sudden Obesity and Psychological Trauma 


Sir,—The article describing the sudden onset of obesity due 
to psychological trauma by Drs. H. J. Shorvon and John S. 
Richardson (October 29, p. 951) has prompted me to cite a 
case which I had in my own practice. 


The patient, a woman aged 36, was married with one child. I 
had known her for many years. Her previous history was perfectly 
normal and her family history was of no significance. She was 
happy and well adjusted. In September, 1945, this patient underwent 
a dreadful experience. Her son, 4ged 7, was playing in the garden 
one afternoon. As it was becoming chilly, she called the child in 
and knotted a scarf round his neck. The boy returned to the garden 
to play and climbed a tree. He slipped while climbing, the moffler 
caught in a branch, and he was thus accidentally hanged. He was 
discovered by his mother. She immediately became hysterical, and I 
was called in by neighbours. Her husband at the time was serving 
overseas with the Army. 

When I first saw the woman she was screaming and shouting and 
calling for her husband. I spent some time endeavouring to quieten 
her, and eventually gave her “ nembutal,” 44 gr. (=0.6 g.). I 
made arrangements for her husband’s immediate recall, and he 
arrived home within 24 hours. The patient was seen by me each day 
during the following week, during which time she was treated with 
sedation. At the end of that period she got up from bed, but 
Tefused to leave the house and spent most of her time in the garden 
gazing at the tree. She was depressed and became melancholic at 
times. For the next few months she suffered from insomnia, and 
took sod. phenobarb. (3 gr. = 0.2 g.) each night. Her sleep 
was disturbed by dreams of the accident. I may add that her 
husband did everything possible to help her. As he had been 
released from the Army, he was able to spend most of his time at 
home with her. 

About January, 1946, I noticed that the patient was gaining weight, 
and she stated that she was developing a large appetite and was 
always hungry. In addition she had amenorrhoea, her last period 
being prior to the accident. On examination there was no evidence 
of pregnancy, and no abnormal signs could be found in any system. 

I saw the patient regularly during the next six months. Her 
mental condition was showing some signs of improvement, but she 
still continued to dream about the boy each night. By August, 1947, 
her weight had increased to 13 stone (82 kg.) from her usual 10 stone 
(63 kg.). Her appetite was still voracious, and the amenorrhoea 
persisted. I considered that there was some relationship between 
the cessation of the menses and the shock, and was of the opinion 
that the whole clinical picture was due to some endocrine dysfunc- 
tion. An estimation of her 17-ketosteroids revealed a normal figure. 

Owing to the housing shortage it was impossible to remove her 
from her surroundings. I treated the patient with thyroid (4 gr. = 
0.25 g.) daily, in conjunction with dienoestrol] and progesterone. 
This therapy had no effect in reducing her obesity or in promoting 


the menstrual flow. She continued to see me periodically. She 
considerably helped by the patience and sympathy of her h, Was 
and she talked freely to me about the accident at each consultant 
I considered this voluntary abreaction important and encouraged he, 
confidences. 

In October, 1947, the patient moved from her address, and awa 
from the scene of the tragedy. Four months later Menstruation 
restarted, and from that time her periods were regular and Normal 
She noticed that she tended to lose weight, her appetite became mor, 
normal, and her depression lessened. She was so much better and 
her interest in life became so much more active, that in March ‘1949 
she obtained employment. Her progress has been maintained and 
she is now restored to normal mental and physical health, | 
present weight is about 10 stone, and she is most anxious to become 
pregnant. 

There is no doubt that this patient suffered a severe psycho. 
logical trauma, possibly complicated by a feeling of guilt, as 
she had tied the muffler which caused the accident. The 
immediate result was the appearance of signs and symptoms 
suggestive of a severe endocrine disturbance. In comparin 
this case with those described by Drs. Shorvon and Richardson 
it will be noted that their patients all had a bad psycho. 
logical history, and physical changes were only reversed after 
psychiatric treatment. Whereas my patient was normal, happy, 
and well-adjusted, and cure was effected by a simple change of 
scene. Her condition was probably naturally reversible—j 
am, etc., 


Kingston-on-Thames. M. H. Fripjoun. 


Congo-red Solutions for Intravenous Injection 


Sir,—One of the reasons why the congo-red test for amyloid 
disease is little used is because the injection is often followed 
by severe reactions—sweating, headache, nausea, and some- 
times vomiting. At least one death has been caused by its use, 
These reactions are due to the presence of particulate material 
in the injected solution. The particles cannot be brought iato 
solution by heating, however long continued. Solutions pre. 
pared in the following way are free from particles, and can be 
injected rapidly (20 ml. per minute) without any subsequent 
reaction. 

Ten millilitres of sterile water is heated in boiling water for five 
minutes and then transferred, using a sterile Pasteur pipette, to the 
ampoule containing 0.1 g. congo-red. The mixture is kept in the 
boiling water-bath for 1-2 minutes, then transferred to a sterile 
centrifuge tube, plugged, and centrifuged at 1,500 revolutions per 
minute for five minutes. The supernatant solution can then be 
cooled, removed with a syringe and long needle, and injected. 


No preparation made in this way has caused a reaction, 
though it has been used on many patients. No doubt filtra- 
tion of the solution would be equally effective, though less 
convenient for small volumes.—I am, etc., 

London, N.W.10. GEORGE DISCOMBE. 


Use and Abuse of Vitamins 


Sir,—One general practitioner must be allowed space to 
differ from Professor L. S. P. Davidson’s views (November §, 
p. 1036). Fully developed vitamin-deficiency states are not 
rare in this country (unless “ this country ” refers to Scotland). 
Two new cases of pellagra walked rather unsteadily into’ my 
surgery this week. I am able to select a number of cases from 
a series seen in the last 18 months to illustrate some unusual 
objective signs in frank vitamin-B-complex deficiencies to form 
a paper to be submitted for publication. 

The altered extraction rate of flour has not solved the prob- 
lem of vitamin-B deficiency. If this deficiency was of “ such 
great importance in pre-war days” I should think it is impor- 
tant to-day, with the detrimental change of ratio between pur- 
chasing power and costs. Some housewives would find the 
following rather provocative: “If, however, after making ‘the 
requisite investigations discussed above, the doctor concludes 
that there is a state of subclinical nutritional] deficiency present, 
he should treat the deficiency by ensuring that the patient takes 
a properly balanced diet.” In another place Professor Davidson 
emphasizes that “there is little doubt that all vitamin require 
ments can be adequately met at the present time from food 
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supplies readily available.” Then follows a list of foods pro- 
viding an adequate diet for a week. The list is satisfactory, but 
three of the items are seldom obtainable by many thousands of 
our people. The diet costs about 10s. per day, at a low esti- 
mate. Thousands of ' elderly people are living in rooming- 
houses where the single room costs £2 per week. 

If Professor Davidson and I see a similar sample of the 
country’s population then I can only conclude that the relative 
rarity of vitamin-deficiency states in Edinburgh may have 
something to do with the higher intake of what I call porridge 
compared with its consumption in the deep South. Professor 
Davidson suggests that we should “discover and eliminate 
adverse social and environmental factors” and show the 
patient how to get an adequate diet. The factors are not 
difficult to discover. They make a long list added to the 
financial problem mentioned above, and their elimination is a 
complex problem occupying many worried politicians, econo- 
mists, and world statesmen, as well as Lord Boyd-Orr, William 
Vogt, and a lot of other men and women in the street— 
I am, etc., 

Hove, Sussex. JOHN F. BUCKMASTER. 


Erysipeloid Treated with Penicillin 


Sir,—Dr. R. A. Bush reports (October 29, p. 964) a case of 
_erysipeloid in which the identity of the infecting organism is 
without question. Professor R. S. Pilcher and his colleagues’ 
mention briefly that eight cases of erysipeloid occurred in their 
series of finger and hand infections. Dr. Bush does not quote 
this authority ; nevertheless, I believe that the University College 
Hospital experience is typical of many. Reports are few 
because “ minor” conditions of the hand are still treated most 
frequently by house officers, and this one is unrecognized. 
[ should like to submit to you the following observations. 

1. In the last thousand septic hands seen by me a comparable 
clinical entity occurred eight times. One further case was 
suspected,. but not definitely diagnosed. The severity varies 
considerably. The U.C.H. clinic had 8 cases in 388. 

2. The very acute development Dr. Bush describes is unusual, 
but the virulence of infection in his case is unusual also. 

3. Four of my cases only came to treatment in the second 
week, so that treatment of any sort was likely to be successful. 
In the normal course resolution occurs in two to three weeks. 

4. Two early cases were treated with serum kindly provided 
by a veterinary surgeon. One responded promptly; the other 
did not, and was treated with penicillin four days later. 

5. Cases seen late in the second week respond slowly to 
penicillin, and tend to carry over to the third when response 
to treatment cannot be assessed. 

6. I personally use much bigger doses (1,000,000 units a 
day). I am not sure yet if this is necessary. 

7. The commonest cause here, as in London, is minor trauma 
while handling fish. 

8. The variability in response to penicillin and to specific 
serum makes one suspect that this is a picture which may be 
caused by a variety of related organisms. We have been unable 
to isolate any organism, as the cases never come to incision, 
and there is therefore no justification for obtaining materia} 
for examination.—I am, etc., 

Sunderland. THomas G. LOWDEN. 

REFERENCE 
1 Lancet, 1948, 1, 783. 


Treatment of Early Syphilis 

Sir —With reference to the paper entitled “Treatment of 
Early Syphilis with Penicillin Combined with Neoarsphen- 
amine and Bismuth” by Lieutenant D. H. Miller and myself 
(September 24, p. 672), it has been pointed out to me that the 
umber of cases considered by James, Mackay, and Wright’ 
was not as quoted. It was stated by us that the latter had 
calculated the cumulative relapse rates following four different 
schedules of treatment for early syphilis, but, owing to a clerical 
error, it would appear as if only 281 cases had been considered 
by them, whereas in fact this figure should refer only to the 
sero-positive primary and secondary cases treated by one of the 
schedules—namely, that consisting of 2,400,000 units of penicil- 





lin alone administered over a period of 74 days, this schedule 
being the one for which we cited their results. The total 
number of cases of early syphilis considered by these authors for 
the four treatment schedules was 1,034, this number being made 
up as follows: by 2,400,000 units of penicillin alone, 395 cases ; 
by 4,000,000 units of penicillin aloné, 126 cases; by penicillin 
and “ mapharside,” 271 cases; by penicillin, mapharside, and 
bismuth, 242 cases. It is very much regretted that the above 
facts were not brought out in our paper.—I am, etc., 
British Military Hospital, Hamburg. J. W. EAMEs. 


REFERENCE 
1 Brit. J. soc. Med., 1948, 2, 18. 


Post-operative Pulmonary Infections 


Sir,—A recent typical medical coincidence with two cases 
prompts me to publish them together with a few conclusions 
and conjectures. 

Case 1—A woman of 43 had a total hysterectomy for fibroids, 
followed in 24 hours by an acute onset of pain in the ieft side of 
the chest accompanied by dyspnoea and slight pyrexia. There were 
crepitations and diminished air entry at the left base, and the con- 
dition resolved in three days with “ sulphatriad ” therapy. Follow- 
ing dilatation and curettage nine months previously she had 
experienced a similar attack about five days after operation. 

Case 2.—A woman aged 35 had a total hysterectomy for anovular 
bleeding followed in 24 hours by an acute onset of pain in the left 
side of the chest with the same signs and course as in Case 1. In her 
past history a laparotomy was performed in 1941 for ectopic 
gestation. Evidence of chronic pelvic inflammation only was found, 
and it was followed by an identical chest condition. 


The rarity of post-operative pulmonary complications in 
gynaecological surgery, together with the identical previous 
histories following minor surgical manceuvres—e.g., dilatation 
and curettage, a 15-minute procedure at a light plane of anaes- 
thesia—prompts one to suggest the cause as embolic from the 
pelvic veins, and I therefore make the following suggestions. 

Anatomically, the left pulmonary artery has a smaller devia- 
tion from the line of flow than the right and therefore any 
solid particle will tend to pass to the left lung, and, in the 
absence of evidence to the contrary, post-operative infections 
in the left lung are in the main embolic. Should the work 
along the lines propounded by Mr. G. W. Vause Greig 
(October 15, p. 845) ever bear fruit, patients liable to develop 
this complication could be recognized pre-operatively and the 
condition prevented. 

Infection of the right base is a greater possibility from acute 
upper respiratory tract infection—e.g., otitis media, sinusitis, 
and coryza—as droplets and particles of infected mucus will 
tend to gravitate down the right bronchus owing to its straighter 
course, aided and abetted by gravity and the absence of the 
normal expulsive reflexes found during anaesthesia. In prac- 
tice this type is the most severe, presumably owing to the 
absence of local pulmonary resistance to the invading organism. 
The bilateral post-operative infection tends to occur in already 
infected lungs and is found in the chronic asthmatic and 
bronchitic and in the heavy smoker.—I am, etc., 


Isleworth, Middlesex. D. F. REEs. 


Polythene Tubing and Blood Transfusion 


Sir,—The article by Dr. W. A. L. MacFadyen (October 22, 
p. 925) on the administration of heparin by polythene tubing 
causes me to write to you to say that we have been using this 
tubing for the administration of blood and intravenous fluids 
for about twelve months with great success. 


We pack up a small tin containing one rubber Record connexion to 
which is attached about a 3-in. (7.5-cm.) length of rubber tubing to 
fit on to the Record end of the connexion. Also in the tin is about 
a yard (0.9 m.) of stout thread wound on a piece of cardboard and 
a sharp 15-gauge donor-taking needle such as is used by regional 
blood transfusion teams. The polythene tubing just fits into these 
needles, and a suitable size can be bought from Messrs. Allen and 
Hanbury. I would point out, however, that these needles vary, and 
each needle should be tested with polythene tubing before packing 
for the autoclave to ensure easy access through the needle. 

Before the infusion of blood the polythene tubing is washed well 
with saline to remove the sterilizing agent. Three ties of thread 
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are made on the rubber tubing attached to the Record end of the 
fitting, and the needle is then inserted in the vein in the usual way. 
The polythene tubing is passed through the needle about 6 in. to 
9 in. (15 to 22.5 cm.) into the vein while gentle pressure is exerted 
by the thumb. The needle is withdrawn from the vein and from the 
polythene tubing, and After the polythene tubing has filled with 
blood to expel the air it is then inserted into the small rubber 
tubing on the Record attachment and the three thread ties are com- 
pleted. The ties are left long to attach to the arm with strapping to 
prevent the polythene tubing from “ creeping ” (it has a tendency to 
“creep” inwards). The transfusion is then started in the usual 
way. Complete freedom of the arm is achieved without any altera- 
tion in the rate of flow. 

I also find that, in the rare event of it being necessary to cut 
down on the internal saphenous vein, 6 in. to 8 in. (15 to 20 cm.) 
of tubing can be inserted into the vein like a cannula, and by 
applying pressure by bandage it is unnecessary to tie off the 
vein and it is often unnecessary to splint the leg. I would add 
that the smaller size polythene tubing is found to be unsuitable 
for blood, as a clot tends to form when infusing “ packed cells.” 
—l am, etc., 

Colchester, Essex. 


ALec E. BLAXILL. 


Pigmentation in Addison’s Disease 

Sirn,—For years the pigmentation of Addison’s disease has 
been explained by assuming that tyrosine, the precursor of 
adrenaline, accumulates in the skin in the absence of functioning 
suprarenal glands and is there converted to melanin pigment. 
This glib explanation, without a, shred of evidence in its support, 
is copied from textbook to journal without questioning, and is 
repeated by Dr. B. Victor Jones in his paper on acute adrenal 
insufficiency (November 5, p. 1023). There seems reason to 
believe that the recent work of Stephen Rothman and his 
colleagues at Chicago on the mechanism of melanin pigmenta- 
tion is not so widely known as it deserves. 

Briefly it may be accepted that the melanin-forming enzyme 
in the skin is held in check by various reducing substances, 
notably sulphydrils and, possibly, ascorbic acid. In order that 
the enzyme might function it is necessary that the inhibiting 
action of these chemicals should first be overcome. Lea’ found 
that the action of tyrosinase on tyrosine is inhibited partially 
by certain concentrations of sodium chloride, so it seems 
possible that the fall of blood chloride in Addison’s disease 
might have some bearing on the pigmentation of this disease. 
Martini,’ in a long-neglected paper, found a fall of the blood 
glutathione in adrenalectomized dogs, and Rivoire*’ and 
Leobardy and Labesse* claimed that by treating patients suffer- 
ing from Addison’s disease with cysteine they caused a marked 
alleviation of symptoms and a diminution of skin pigment. If 
these observations are of any significance it would seem that 
the hypothetical increased availability of tyrosine plays but a 
small part in a complicated story. 

It is noted that the pigmentation of the case described by 
your contributor appeared within 48 hours of adrenalectomy 
and almost disappeared after eight days. The known facts 
about melanin pigmentation make it exceedingly improbable 
that the pigmentation could have been due to melanin forma- 
tion. Under the impact of ultra-violet light melanin does 
not appear macroscopically for a matter of about five days 
and lasts for months or years. It is unfortunate that a skin 
biopsy was not taken to determine the nature of the pigment, 
for the phenomenon must have been a striking one warranting 
further investigation.—I am, etc., 

Truro. F. A. WHITLOCK. 
REFERENCES 


1 Nature, Lond., 1945, 155, 428. 
3 Arch. Fisiol., 1934, 33, 175. 

3 Pr. Méd., 1935, 43, 1122. 

4 Ibid., 1934, 42, 599. 


Gouty Arthritis 


Sir,—Dr. Kenneth Stone in his review of the monograph 
on rheumatism by Professor Gunnar Kahlmeter (October 8, 
p. 796) writes: “It is surprising to read that the author has 
found colchicine of value in rheumatoid arthritis and in 
rheumatism of the menopause.” It did not surprise me to read 
this. There are many cases resembling rheumatoid arthritis 


BRITEH 
Menic é 
which are definitely gouty. The so-called “ rheumatism of the 
menopause ” is perhaps not investigated for uric acid and ; 
clinical manifestations of acute or chronic gout because there 
is the fallacy, still prevailing, that gout is a rare disease 
especially in the female sex. — ? 

Although it was accepted some time ago that every case of 
“rheumatism ” should have blood tests for sedimentation rate 
uric acid, and Wassermann, I wonder how many Practitioners 
and even clinics perform these tests as a routine. In m 
experience in South Africa there are very large numbers of 
“ rheumatic” cases in women with a normal or only y 
moderately raised sedimentation rate and only a small increase 
in their blood uric acid. In my opinion such cases are definite 
gouty and not rheumatoid arthritis. These must be the cases 
which according to Professor Kahlmeter responded so wel] to 
colchicine—a drug which is regarded as a specific for gout. 

The debatable point is the figure for normal blood uric acid 
Unless we agree on a certain figure obtained by a certain 
method which may be regarded as normal (and the same mug 
be said about the sedimentation rate) we cannot come to any 
amicable settlement at all. May I suggest that the next inter. 
national rheumatic congress makes a serious attempt to agree 
on certain uniformity and criteria in laboratory and clinical 
investigations of the so-called “ rheumatism and allied condj- 
tions” ? This would be of definite benefit to our suffering 
patients.—I am, etc., 


Johannesburg. NATHAN Finn. 


Prostatic Obstruction 


Sir,—The article by Mr. H. Hamilton Stewart on prostatic 
obstruction (November 5, p. 1011) mentions calibration of the 
anterior urethra by direct measurement. I wonder whether it 
would be of interest to recall that a similar instrument was used 
by Otis in America towards the middle of the last century. He 
made the then very important discovery that the male urethra 
is of very much larger calibre than was realized, arid his find- 
ings enabled Bigelow, then professor of surgery at Harvard, to 
make lithotrites and evacuating cannulae of sufficient size to 
put the operation of litholapaxy on a practical basis. 

An illustration of a urethrameter is to be found in Sir Peter 
Freyer’s book, Stricture of the Urethra and Enlargement of the 
Prostate (London, 1902, p. 18), and he comments that its use is 
made a little difficult by a tendency for the blades to catch in 
the urethral mucosa. In the same book (p. 13) is a reference to 
still earlier work on the subject, that of Sir Everard Home, who 
measured the urethra by making a cast of it in the cadaver, and 
an outline of one of these casts is reproduced.—I am, etc., 


Swansea. B. BRENDAN HICKEY. 


Myoidema 

Sir,—The article on myoidema by Colonel Geoffrey F. 
Taylor and Dr. P. N. Chhuttani (October 8, p. 784) interested 
me greatly. I feel that my experiences may be of interest, as 
they appear to support their contention as to the factors which 
lead to its production. I trust that I may be allowed to place 
them on record. 

Until starting practice in South Africa I had always regarded 
the elicitation of the presence of myoidema (as defined in the 
article) as an indication for a careful clinical examination. It 
was a sign which I looked for early in my examination and 
which, when present, I regarded as an indication of ill health. 
Frequently I found it associated with tuberculosis, malignant 
growths, or other serious disease. Only when all other indica- 
tions of disease were absent and I was satisfied did I dismiss 
it as of no serious import. On several occasions the sign has 
prevented my overlooking serious disease. 

My clinical practice prior to arriving in South Africa had 
been restricted more or less to Europeans, mainly from Britain, 
whose diet was relatively good, even among the poorer groups 
of the population. I now practise in the Transkeii, a native 
reserve, and the bulk of my patients are natives. Malnutn- 
tion is general, pellagra of frequent occurrence, and nutritional 
oedema in children in times of drought and starvation common. 
The causes for malnutrition in the native are well known to all 
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a 
admihistrative, medical, and welfare workers who deal with him. 
They embrace poor husbandry, soil erosion, ignorance and 
impact of civilization, economic disadvantage, etc. 


— forms the bulk of the native diet. Milk, meat, eggs, 
corn, and beans are also eaten, but in many cases the amount 


js small, especially during drought and starvation. 

It was not long before I ceased to regard the elicitation of 
myoidema in the native as an indication of serious disease. 
It was present too frequently, and I tentatively put this fre- 
quency down to the native’s nutritional state. The deficiency 
diseases which predominate in times of stress are those 
associated with the vitamin-B complex, and it is not unreason- 
able to attribute the high incidence of myoidema to a deficiency 
ef one or more members of this complex. 

Nevertheless the conclusion that myoidema is due to a local 
nutritional deficiency of muscle should not bring it into dis- 
repute as a clinical sign. There may be more than one cause 
for this local nutritional state. Its presence in an individual 
known to come from a group normally well nourished should 
be regarded as a sign of possible serious disease until proved 


etherwise—I am, etc., 


Tabankulu, South Africa. J. H. JACKSON. 


The Acute Throat 


Sir,—I notice in the Journal of November 5 (p. 1048) a letter 
from Mr. W. Stirk Adams with reference to the treatment 
advocated by Professor Wilkinson and himself in the 
Birmingham Medical Review (1947, 15, 170). As regards 
penicillin treatment, being a G.P. I have never used this by 
injection, nor have I seen any useful result from penicillin 
lozenges. Sulphonamides, especially sulphamezathine, have 
given good results, but in my opinion the treatment par 
excellence is by bismuth and sodium tartrate suppositories 
three times daily. I have employed these in between 40 and 
50 cases, and with only one exception the improvement has 
been rapid and cure complete in two to three days. 

In two cases where there was obvious pus formation in the 
peritonsillar tissues it was, of course, obvious that this would 
need to be evacuated, but I prescribed the suppository to see 
whether the pain was eased. In each case the patient informed 
me that relief was rapid and marked. 

In ordinary cases of follicular tonsillitis several patients have 
remarked on the rapidity with which the suppository acts, 
stating that within half an hour the throat became much 
easier. Patients have been between 3 and 65 years of age. 
I have never seen any undesirable effects, even when supposi- 
tories containing 1 gr. (65 mg.) of the salt have been used in 
young children of 3 or 4 years. But for safety I have had 
suppositories containing gr. 4+ (16 mg.) made up for small 
children. In no case have more than six suppositories been 
needed, and the saving of pain and time to the patient and of 
time to the doctor make this to my mind a most valuable line 
ef treatment.—I am, etc., 


Solihull, Warwick. C. T. MATTHEWS. 


Sir—Dr. T. Anderson (October 15, p. 860) has written a 
very practical and valuable article on the acute throat. There 
was an omission, however, which I feel merits recall. In dis- 
cussing the treatment of the anginose type of glandular fever, 
no mention was made of the use of intravenous arsenic, which 
some years ago received high praise from Smith and Shaw’ for 
its value in dealing with the occasional intractable and severe 
angina occurring in that infection. I have, since that publica- 
tion, found a similar response in anginose glandular fever even 
in the absence of fuso-spirillosis and where there had been a 
failure to respond to other therapy, including penicillin. The 
drug is usually given jn a single dose of from 0.3 to 0.45 g. 
intravenously, accordifig to the weight of the patient—I am, 
etc., 

W. How.ett KELLEHER. 
REFERENCE 
1 British Medical Journal, 1945, 1, 581. 


London, S.W.6. 


A Long Gestation 


Sir,—Dr. Madeline N. Gors (November 5, p. 1049) raises an 
interesting subject when she discusses the origin of folk tales 
dealing with long gestation periods. These myths are very 
common, and the suggestion that they arise from the practice 
of a man marrying his deceased brother’s wife has been made 
before. This custom—technically known as the levirate—is 
widespread,’ but serious anthropological objections can be 
offered to the suggestion that it may be the origin of these 
myths. In the first place, other marriage systems such as the 
sororate or ghost-marriage of the Nuer type might equally well 
be advanced to account for such tales. Secondly, the expected 
results of this theory conflict with certain observed practices in 
various endogamous and exogamous groups. Thirdly, if this 
theory were correct certain significant correlations would be 
expected between the observed distribution of the levirate and 
the distribution of the bradycyesis myths. These correlations 
are not significantly found. 

An attempt has been made to derive the myth from animal 
totem beliefs on the basis of the unknown length of many 
animal gestation periods. This attempt has not been very 
successful. Another theory links it with giant and longevity 
stories: where a culture-heroine is credited with a life of five 
hundred years she may reasonably expect to spend six years 
carrying a child. A further explanation has been sought in 
the occurrence of such conditions as foetus papyraceus and 
lithopaedion. 

At present it does not seem possible for anthropology to 
offer a solution of this problem. Whatever the origin of the 
belief, however, there is no doubt that it is psychologically 
very acceptable to peoples of many different culture patterns. 
—I am, etc., 


Norwich. CALVIN P. B. WELLS. 


Treatment of Basal-cell Carcinoma 


Sir,—It was with great interest that I read the paper on this 
subject by Sir Cecil Wakeley and Mr. Peter Childs (April 30, 
1949). Most people now recognize that Australia has the 
unenviable reputation of having the highest incidence in the 
world of skin and lip carcinoma. The reason for this (chronic 
sunburn effect in a fair-skinned population largely engaged in 
outdoor occupations) has been discussed elsewhere by myself’ 
and other Australian observers. Sir Cecil Wakeley bases his 
experience on 237 cases seen over the course of 35 years. 
During my tenure of office at the Royal Prince Alfred Hospital, 
Sydney,. the total of 237 cases of basal-cell carcinoma was 
greatly exceeded each year, especially if the many cases seen 
and treated by me in private practice are included. 

The distribution of lesions in Sir Cecil Wakeley’s collection 
of cases (214 on the face, scalp, and neck to 23 on other parts 
of the body not exposed to sunburn) is understandable, as in 
England there will be a larger proportion of basal-cell carci- 
noma due to other causes than ionization by the ultra-violet 
component of sunlight. In Australia the proportion would be 
at least 100 on exposed to one on unexposed areas. 

There are a number of points in Wakeley and Childs’s paper 
upon which I must express strong disagreement. First, I wish 
to point out that surgical intervention is highly inadvisable as 
treatment for basal-cell carcinoma on the edge of the lower 
lid, in that awkward corner just medial to the inner canthus 
and over the lacrimal sac, and in comparatively advanced 
lesions over the course of the facial nerve. Yet by local 
anaesthesia in the conjunctival sac and the insertion of a lead 
spatula under the diseased lid, these lower lid tumours (which 
are not so uncommon) can be easily and most efficiently treated 
by x rays without any possible damage to the eye, leaving only 
a very shallow bay on the edge of the lid and without any 
impairment of the wiping apparatus. The technical difficulty 
in treating by radiation the deeper growing basal-cell carci- 
noma is trifling if the operator is reasonably experienced. Of 
course radiation treatment is not standardized in the strictest 
sense any more than surgery is. But to all competent radio- 
logists the dose in r units with allowance for fading effects is 
standardized. 
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In my experience the number of recurrences after surgical 
excision by competent surgeons notably exceeds those after 
irradiation by competent radiologists. Moreover, a competent 
radiologist, like a competent surgeon, can easily appreciate the 
surface extent and depth of penetration of a basal-cell carci- 
noma and allow a sufficient margin of apparently healthy tissue 
round and beneath the growth. 

I cannot agree that “irradiation produces radiodermatitis,” 
at least in doses suitable for the cure of basal-cell carcinoma. 
In certain cases which have been rendered radio-resistant by 
previous timid and inadequate dosage requiring too many 
repetitions radiodermatitis may occur, but the competent and 
experienced radiotherapist will rarely undertake such cases after 
they have been spoiled: by previous tinkering by some inexpert 
operator. If it does occur the surgeon can excise it and graft 
the area if necessary with little or no more difficulty than if 
he were operating on the original tumour. 

The use by Wakeley and Childs of the phrase, “ Only rarely 
need a patient be condemned to irradiation,” surely proclaims 
an ineradicable prejudice against radiation on the part of the 
authors. Without the support of any authority they state, 
“Recurrences occur consistently in 5% of cases treated by x 
rays.” By the context this must be applied to cases of basal- 
cell carcinoma. If this is their experience they must have 
been most unfortunate in their choice of radiologists. If one 
excludes very advanced cases such a figure is very misleading. 
In my experience recurrences are less than 1%, and one can say 
with confidence that nearly all these are marginal recurrences 
due to the inclusion of too small a margin of apparently healthy 
skin around the tumour. Such recurrences are quite easily 
manageable by further irradiation excluding the previously 
treated area. With proper technique and dosage there should 
be no recurrence of basal-cell carcinoma after x rays or 
radium treatment any more than after “adequate surgical 
excision.” 

With regard to “time lost to work, admission to hospital, 
and mental trauma,” I am bound to insist that “the advan- 
tages ” definitely lie with radiotherapy. There is a very potent 
psychological factor which is entirely overlooked by Wakeley 
and Childs. Before it is possible to make arrangements for 
“ premedication of patients to diminish their worry ” it is neces- 
sary to persuade them to submit to an operation. The early 
stages of basal-cell carcinoma and even of a squamous carci- 
noma are so insignificant to the layman’s eye that if nothing 
but surgery is offered to him he will procrastinate, perhaps till 
too late. The operation which seems trivial and safe to the 

surgeon looms large in the mind of the patient. He and his 
friends will probably conclude that the doctor is an alarmist, 
and he will “ wait and see.” This was frequently observed in 
Australia when for the first five years of this century the 
only form of treatment available was surgical excision. I and 
my contemporaries in those days saw dozens of hideous cases 


’ with deep invasion of bone, exposed antra, etc. Since radia- 


tion has entered the field such horrible cases are no longer seen 
because the patient does not regard x-ray or radium treatment 
as an “ operation.” 

The secretary of the Royal Prince Alfred Hospital, Sydney, 
has at short notice located 1,247 cases of basal-cell carcinoma 
treated in the superficial x-ray department in the year 1947-8 
besides 50 cases treated as in-patients and others treated in the 
radium clinic. Almost all of these are referred to the skin 
department, the doses being prescribed generally by the officers 
of that department. I realize that these figures will appear 
exaggerated in the eyes of practitioners in the British Isles. But 
let any one of these who is interested in skin carcinoma come 
out here and see for himself. I believe, after a close study 
of skin carcinoma and a huge experience of cases of this disease 
and its treatment, that the suggestion made by Wakeley and 
Childs that ali cases of basal-cell carcinoma should be treated 
surgically means an attempt to put the clock of progress back 
nearly 40 years.—I am, etc., 


Sydney, Australia. E. H. MOLESworTH. 


REFERENCE 
1 An Introduction to Dermatology, 1944, London. 


Pulmonary Embolism in General Practicg ' 


Sir,—It is now widely accepted that the correct treatment f 
pulmonary embolism is immediate administration of ~ 
Various other methods are advocated as additions to this treat 
ment, but the heparin adminisiration maintains its posit. 
the sheet anchor. The earliest moment at which heparin _ 
be given to a patient with recent pulmonary embolism is the 
best moment for its administration. I should like to Make 
strong plea for general practitioners to include heparin ag , 
of their emergency kit, so that they may administer an intra. 
venous dose of 10,000 units (international) of heparin j 
ately they see a case of suspected pulmonary embolism jn their 
practice. In this way they would be able to cut shor the 
retrograde thrombosis occurring after the embolism has 
the lung. They would also give themselves a great deal 
satisfaction by feeling that the patient was not likely to develop 
any further extension of thrombotic phenomena during transit 
to hospital. Best of all, they would have the joy of seeing the 
initial severe pain checked in a most dramatic way in 
cases. One such dose, even if the diagnosis was inaccura 
would do no harm and would be sufficient to cover four h 
during which the patient would become fit for removal as the 
initial shock phase passed off.—I am, etc., 


Mauchline, Ayrshire. G. J. CLELanp, 


Synovial Osteochondromatosis 


Sir,—The excellent article by Mr. J. F. Curr (November 5, 
p. 1020) in which he states that synovial osteochondromatogis 
is very rare in the shoulder-joint prompts me to record the 
following case. 


A young married woman of 23 was first seen on August 25, 1947, 
complaining of stiffness in her left shoulder-joint for one year. The 
onset was slow, there had been no injury or rheumatism, and she 
was then unable to raise her arm above shoulder level. On examing- 
tion she was a very healthy woman apart from the trouble in her 
shoulder. Behind the joint there was some fullness and q 
bluish discoloration of the skin. The movements were limited in 
all directions below 90°, but these were only slightly painful, and 
indeed pain had never been a prominent feature. Palpation of the 
diffuse swelling behind the joint gave the feeling of fine crepiius; and 
there was slight local tenderness. X-ray examination of the keft 
shoulder showed a deformed left glenoid: “* arthritic changes in joint 
due to large calcifying osteochondroma arising from the glenoid 
region.” A radiograph of the right shoulder was normal, the lung 
fields clear, and the E.S.R. 10 mm. in one hour. A further stereo- 
scopic radiograph showed that the tumour was lying almost entirely 
behind the joint and was displacing the base of the coracoid 
medially. A diagnosis of diffuse osteochondromatosis of the synovial 
membrane of the left shoulder-joint was made, and the patient was 
admitted for operation on February 13, 1948, having requested delay 
until her husband arrived from abroad. At this time there was 
almost complete absence of true shoulder movement (flexion 25°, 
extension 30°, abduction 15°). General muscle-wasting was present, 
particularly the deltoid, and fullness at the back of the joint due to 
a palpable firm tumour. There was still very little pain. 

At operation a posterior approach was made and the deltoid 
reflected up, the incision being carried through the infraspinatus 
muscle. A firm tumour attached to the capsule of the shoulder-joint 
posteriorly was opened and multiple firm loose bodies about the 
size and consistency of dried peas were scooped out. Many were 
lying free, but others were attached by a short pedicle or wer 
embedded in the synovial lining. Over 100 of these cartilaginous 
bodies were removed, together with the redundant synovial divert- 
culum, and the capsule was resutured. Section of one of the loos 
bodies showed rapidly growing cartilage cells. 

Recovery was straightforward. The patient was given physio 
therapy over the next four months, with considerable improvement 
in the range of movement (extension 125°, abduction 90°). A 
radiograph taken eight months after operation showed a few frag- 
ments of the osteochondroma high up in the joint below the acromie 
clavicular arch, and the osteoarthritic condition of the joint was 
unchanged. When last seen on October 20, 1949, she had almost 
full movements of her left shoulder-joint, which was painless and 
without evidence of any recurrence of her tumour. 


I am indebted to Dr. W. A. Steel for the operative findings and 
permission to publish this case. : 


—I am, etc., 
Uxbridge, Middlesex. 


L. B. Scott. 
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The Nature of Lumbago 


Sm,—Y our annotation on lumbar “ fibrositis ” (September 24, 
p. 695), in dealing with the pathology of this condition, reflects 
the prevailing agnosticism on the subject. An excellent lead 
to the understanding of it is however given by Elliott,’ who 
showed that myalgic nodules gave electrical discharges, as 
recorded by an oscillograph, identical with those given by 

spasm. 

= lies features of lumbago are that it is usually of 
sudden onset and is the result of a strain, either internal, such 
as coughing, sneezing, or parturition, or external, such as lift- 
ing a heavy weight when the body'is bent forwards. Pain, 
often of great severity, then occurs in the erector spinae group 
of muscles, especially when movement is attempted, and these 
muscles are tender to palpation. Tenderness is also usually 
present over the sacro-iliac joints, and this may be elicited as 
follows: (1) by percussion over the posterior superior iliac 
spine ; (2) by pressure upwards into the sciatic notch; (3) by 
deep palpation in the iliac fossa over the anterior border of 
the joint ; (4) by palpation of the anterior border of the joint 
on pelvic examination. 

The manipulation for low backache which I described in 
my letter (September 24, p. 710) is effective in cases of lumbago. 
In unilateral cases the manipulation is done on the one side 
only. In bilateral cases both sides are manipulated. In the 
past year the following results have been obtained by this 


method : 
Cases manipulated (unilateral cases eight, bilateral 


cases 18) ~ kis és ; oo i 
Immediate abolition of the pain .. ae Be 5 on 
No recurrence ‘ an om au ta <7. 
Recurrence .. aa a ne oF ee oa” ae 

The final state of the recurrent cases was: 
Recovered after a second manipulation 2 
Allowed to recover spontaneously 5 
Considerable improvement ‘ 1 
No improvement 4 


Two cases had to be allowed to recover spontaneously 
because the manipulation failed when applied a second time. 
The four cases which did not improve had all had lumbago 
for many years. 

That the manipulation acts on the sacro-iliac joints (pace 
Dr. Trevan Hambly, whose letter you published on October 15, 
p. 874) is suggested by the fact that the sacro-iliac joints are 
tender, that the condition is often bilateral and the two sides 
are manipulated separately, and that whenever crepitus or other 
noise or sensation accompanies the manipulation it appears to 
emanate from the sacro-iliac joints. The manipulation may 
possibly act also on other joints in the lower part of the back 
or may possibly reduce a herniated nucleus pulposus, since 
Burns and Young’ demonstrated that such herniation may be 
pushed back at operation. 

Lumbar fibrositis therefore appears to be nothing more than 
spasm in the erector spinae group of muscles, usually the result 
of a manipulable lesion in the sacro-iliac joints and is com- 
parable with the spasm around a dislocated shoulder-joint, which 
also disappears at once when the dislocation is reduced without 
anaesthesia. The popular term “lumbago” includes the cases 
of lumbar “ fibrositis ” discussed above and also cases of severe 
low backache without marked involvement of the erector spinae 
muscles.—I am, etc., 

Lowestoft, Norfolk. N. B. Eastwoop. 
REFERENCES 


1 Lancet, 1944, 1, 47. 
8 Ibid., 1947, 1, 623. 


Botulism or Polio-encephalomyelitis ? 


Sm,—I was most interested to read of the case of botulism 
described by Dr. David Kendall (November 12, p. 1094). It 
seems to me, in the light of current events, that the combination 
of cranial-nerve palsies with bulbar involvement, pyrexia, vomit- 


ing, residual weakness of the dorsiflexors of the ankle, and even 
survival is more likely to be caused by an attack of polio- 
encephalomyelitis, which has now become so common, than by 
botulism, which is so rare. 

I think that it is unfortunate that too much attention has been 
focused on the ingestion of canned tongue and that this has 
served only to mislead. The clinical picture so ably described 
by Dr. Kendall is to be seen all too frequently in those hospi- 
tals where acute cases of infantile paralysis are admitted. I! is 
well known that the protein content of the cerebrospinal fluid 
rises during the third week of an attack of poliomyelitis: though 
Dr. Kendall saw the case at a late stage, I think that lumbar 
puncture might have revealed this phenomenon.—I am, etc., 


Uxbridge, Middlesex. E. VIVIAN LAMBERT. 


Sir,—I have read with interest the report by Dr. David 
Kendall of a case of “ botulism” (November 12, p. 1094), but 
I feel that from the epidemiological point of view there must 
be some considerable doubt about the diagnosis. It seems to 
me to be very surprising that, if the tin of tongue contained 
botulinum toxin, only one of those who ate it should have had 
an illness involving the cranial nerves. Botulism is the night- 
mare of manufacturers of canned foods, and in commercial 
canning processes great care is taken to ensure that foods which 
are a suitable medium for Cl. botulinum are heated to a 
temperature which will kill the spores. 

I hesitate to enter into a discussion of the clinical features 
of the case, but have just re-read the official account of the 
outbreak at Loch Maree in 1922, and it does seem to me that 
the clinical picture was very different in this case from that 
described in the report. I suggest that the possibility of some 
other diagnosis should be considered.—I am, etc., 


London, S.W.1. A. H. GALE. 


Death by Hanging 


Sir,—It is often said that death by hanging is “ instantane- 
ous.” What is the evidence for this statement ? The following 
might be causes of unconsciousness: (1) Concussion when the 
rope breaks the fall. (2) By nervous impulses originating in 
or near the crushed cervical cord. Both (1) and (2) seem 
improbable. (3) By compression of both vertebral and both 
internal carotid arteries; this could hardly be predicted with 
certainty. (4) By immediate asystole; this, if it occurred, 
would lead to unconsciousness in about six seconds. It may 
not occur, for people have survived compression of the cervi- 
cal cord. (5) By loss of vasomotor tone and consequent 
inadequacy of the cerebral circulation—a slower process than 
the last. (6) Fall of oxygen tension in the blood; this factor 
by itself would produce unconsciousness in a matter of minutes. 

Many medical men besides myself must have an uneasy 
suspicion that the last two factors are the cause of uncon- 
sciousness and death from hanging, and that the subject may 
remain conscious for many seconds after the drop.—I am, etc., 


Rochester, Kent. F. A. RICHARDs. 


Memorial to Sir John Fraser 


Smr,—Some months ago (August 13, p. 389) you granted us 
the courtesy of your columns to announce the opening of a 
fund to establish a memorial to the late Sir John Fraser, Bart., 
K.C.V.O., formerly regius professor of clinical surgery and 
principal of Edinburgh University. 

It is our intention to close the fund on December 3, and 
those who may still wish to contribute are reminded that 
subscriptions should be sent before that date to the treasurer, 
John Bruce, Esq., C.B.E., F.R.C.S.Ed., Department of Surgery, 
The University New Buildings, Edinburgh.—We are, etc., 


Epwarp V. APPLETON. 
James M: GRAHAM. 
Frank E. JARDINE. 


Edinburgh. JAMES LEARMONTH. 
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Firework Injuries 

Sir,—Shortly after reading the annotation entitled “ Burns 
and Bonfires” (November 5, p. 1033) I was called, on Guy 
Fawkes’ night, to operate on a boy of 12 who had a severe 
injury to his right hand. Another boy had lit a firework ; it 
fell over, and this boy picked it up and it “exploded” in his 
hand. Half the thumb was blown off ; the metacarpal, with its 
muscles hanging loose, was held by a flap of skin. The index 
finger was badly injured and fractured, and the palm opened 
up right down to the carpal bones, at least one of which was 
fractured. Muscles and tendons were torn and charred. One 
hopes that conservative surgery may save most of the hand and 
give some, but not normal, function. Such injuries to the 
thumb and index finger of the right hand in a boy are a big 
price to pay for an evening’s enjoyment. 

Your annotation rightly mentions that most of these firework 
accidents could be prevented if common-sense precautions were 
taken, but children in the excitement of the moment do not 
always remember these. Also the instructions on the firework 
cannot be read in the dark. I would suggest that the makers 
might distribute two distinct classes of firework: harmless ones 
for children, and a more powerful type for adult use. The 
children’s fireworks would be such that no serious. damage 
could occur even if they “go off” in the hand, and it would 
then be up to the parents to see that their children purchased 
this type only. 

Your annotation also states that the medical profession, since 
it is aware of the dangers, has a responsibility to make them 
known and so prevent these injuries occurring. My impression 
is that these injuries are much more common than we imagine, 
but I have never seen any statistics about Guy Fawkes’ night 
casualties. I should be interested to hear of similar accidents 
to this one (where some permanent disability is likely to remain) 
which have occurred this year, and would be obliged to any 
surgeon who could send me brief details of such cases. In 
this way we may be able to do something to prevent these 
rather unnecessary war-like injuries—I am, etc., 

Wakefield House. L. A. H. SNOWBALL. 

Compton Street, Eastbourne. 


POINTS FROM LETTERS 
Pronunciation of Chemical Terms 


Dr. W. Bryce Orme (Hove, Sussex) writes: Doctors and chemists 
are aware that difficulties occur in reaching consistency in the pro- 
nunciation of certain chemical terms, such as benzene and benzine, 
but generally it is conceded that the former should be rendered as 
ben’zén and the latter ben’zin. It was, however, a shock to hear 
several highly qualified and distinguished chemists at a well-known 
pharmaceutical laboratory all referring to the radical CH, as mé@thyl. 
I had the temerity to correct them and pointed out that the term 
was derived from the Greek ueOv = wine + tAn = wood.... 
Neither Dorland’s Medical Dictionary nor cur old school friend, 
Liddell and Scott’s Lexicon, refers to any latitude in the 
pronunciation of methyl. 


Recovery of Drugs from Urine 


Dr. G. D. Witp (Derby) writes: The cost to the nation of such 
drugs as penicillin, streptomycin, and P.A.S., etc., must still be very 
great. I believe they are all very largely excreted by the kidneys, 
either unchanged or only very slightly modified. There appears to be 
no revulsion from the use of drugs prepared from urine of pregnant 
mares. I consider the recovery of valuable drugs (costly even when 
they cease to be in short supply) from the urine of human and 
veterinary patients affords a chance to economize which should be 
seriously considered at times like these present. 


Cigarette Cough 


Dr. D. A. Herp (Leeds) writes: I was pleased to read the letter 
(October 15, p. 876) on cigarette cough by Dr. B. J. Gallighan. 
When discussing this very important subject with patients, they 
fréquently tell me, “‘ But I never inhale.” Now this statement is 
sheer nonsense, for although they do not pull the smoke through 
the cigarette they, and others in the vicinity, are compelled to inhale 
the surrounding contaminated atmosphere. This fact is proved 
beyond doubt by the intense discomfort experienced by victims of 
asthma and bronchitis. I entirely agree with his remarks about the 
cinema and theatre, but are not the majority of smokers 
inconsiderate ? 


- 1910. In 1919 he pro- 
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T. P. MCMURRAY, C.B.E., M.Ch., F.R.CS. 


We announce with deep regret the sudden death of Pro. ° 


fessor T. P. McMurray, President-Elect of the British 
Medical Association. Professor McMurray, who died 
at Ealing Broadway station on November 16, at the 
age of 61, had been Professor of Orthopaedic Surgery in 
the University of Liverpool since 1938. He had been Stay- 
ing with his son-in-law and daughter and had intended to 
go on a visit to South Africa. 
Thomas Porter McMurray was born in Belfast op 
December 5, 1887. He.was educated at the Belfast Academy 
and at Queen’s Univer- " 
sity, where he graduated 
M.B., B.Ch., B.A.O. in 


ceeded to the degree of 
M.Ch. and he took the 
F.R.C.S.Ed. in 1923. He 
was elected F.R.C.S. by 
the English College in 
1948. Soon after quali- 
fying McMurray’ was 
appointed house-surgeon, 
and later surgical tutor 
and registrar, at the 
Royal Southern Hospital, 
Liverpool. There he 
came under the influence 
of the late. Sir Robert 
Jones and decided to de- 
vote himself to ortho- 
paedics. He was appointed honorary orthopaedic sur- 
geon to the David Lewis Northern Hospital in Liver- 
pool in 1913, and in 1914 he was commissioned as a 
captain in the R.A.M.C. He had, however, only a brief 
period in France. He was recalled to spend most of the 
war at the Orthopaedic Centre at Alder Hey, where Sir 
Robert Jones was responsible for the treatment of cases 
and for the training of English, Canadian, and American 
surgeons. McMurray’s connexion with Alder Hey Hospital, 
which began in 1915, was to continue for the rest of his 
life. He served for an even longer period the Royal Liver- 
pool Children’s Hospital, with which he was associated 
just before the outbreak of the 1914-18 war. Originally 
appointed as an honorary surgeon, he became honorary 
orthopaedic surgeon to this hospital in 1919. He acted as 
consultant for the Ministry of Pensions from 1920 onwards, 
and from 1933 he was orthopaedic consultant to the Lanca- 
shire County Council. 

McMurray was appointed lecturer in orthopaedic surgery 
at the University of Liverpool in 1924. In 1933 he became 
director of orthopaedic studies, and when a chair was 
established in 1938 McMurray became Liverpool’s first 
professor of orthopaedics. He had been president of the 
British Orthopaedic Association in 1940-1 and presi- 
dent of the Liverpool Medical Institution in 1948. He was 
president of the Section of Orthopaedics at the Cambridge 
meeting of the British Medical Association in 1948. He 
was awarded the C.B.E. in 1946. 

Professor McMurray published many papers and a 
number of books, of which perhaps the best known were his 
Life of Hugh Owen Thomas, which appeared in 1935, and 
A Practice of Orthopaedic Surgery, which followed two 
years later. All his writings are simp!e and clear to the 
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oS es . . 
int of being dogmatic. They reflect his teaching methods, 


which were direct and penetrating, though not unrelieved 
by humour. P , , 

A glance at McMurray s record will convey some idea 
of his experience, but it cannot reveal the uncanny instinct 
which guided him in diagnosis, in treatment, and also in 
knowing where to draw the surgical line. For instance, 
some of his colleagues will recall, in the early days of his 
displacement osteotomy, an occasion when the first blow 
of the osteotome shivered into bits the whole upper end of 
the femur. “ That,” said McMurray, “ will be fine,” and 
he stitched up immediately. The end-result was perfect. 
Watching him operate induced mixed feelings of pleasure 
and humility. A surgically beautiful pair of hands, per- 
fectly co-ordinated with the directing brain, carried out 
operations the approach to which was as direct and 
purposeful as the performance was clean and swift. 

It was typical of McMurray that in May, 1941, the 
destruction of 11, Nelson Street with all its orthopaedic 
treasures provoked no more than a snort of irritation. The 
German bomb destroyed his rooms, his instruments, and 
his unique mementos of his predecessors, but its only effect 
on McMurray’s implacable spirit was to harden it. 
Although the list of honours accorded to him by his 
fellows indicates his status in the medical profession, dis- 


‘ tinctions were not sought by him. Two years ago many 


of his former students were gathered together to pay tribute 
to McMurray on his retirement from the chair of ortho- 
paedic surgery at Liverpool University and to present him 


_ with a hand-made book containing signatures and portraits 


of his old students. To those who knew him well it often 
seemed that McMurray derived more pleasure from this 
book than from the many distinctions that came his way. 
The words inscribed by the donors of this book are worth 
recalling : “‘ This book is signed and presented by your old 
students as a symbol of their respect and affection and to 
record for ever the debt they and their country owe to you. 
By your skill and by your teaching you have enhanced a 
great tradition: this is now our treasured heritage and by 
our deeds we will preserve it.” 


Sir Henry Cohen writes: The rise of orthopaedic surgery 
to a major specialty in this country owes much to two world 
wars and to the increasing mechanization of industry and 
transport, but it owes most to the calibre, vision, and zeal of 
those who have been pioneers and leaders in this field. Among 
these we in Liverpool recall with gratitude and pride Hugh 
Owen Thomas, Robert Jones, and T. P. McMurray, whose 
sudden passing a few days ago stunned us with grief. It is over 
a quarter of a century ago that, as a dresser, | first met this 
tall young surgical teacher, of attractive and imposing presence, 
intent on imbuing his students with the importance of ortho- 
paedic surgery. In didactic method he favoured the dogmatic 
and was somewhat impatient of the Socratic. He criticized 
fearlessly the incompetence in the treatment of fractures and 
skeletal injuries of many of his “ general” surgical colleagues. 
Indeed, his outspokenness freed him from the dangers of that 
peril of which, on high authority, we are warned to beware, 
when all men speak well of us. But it was as a colleague, 
both in practice and at the University, after he succeeded his 
master and mentor, Robert Jones, as director (and later as 
professor) of orthopaedic surgery that I came to know him 
best in the intimacy of his home and his family and in 
University and hospital administration. He mellowed but little 
as the years advanced. He still exposed our faults and errors, 
though with complete sincerity, and I believe he would have 
been both hurt and surprised if he had known that some of his 
remarks were taken amiss. In committee he sometimes pro- 
voked by a veneer of cocksureness, but his views were generally 
right. He was not a polished orator, but he had a ready wit 
and could rebut the small facetiousness with a pungent thrust. 


To his orthopaedic students and colleagues he was at once 
an example, a stimulus, and an inspiration. He handled the 
injured part with meticulous care and extreme gentleness. He 
never failed to preach that he was a‘ servant, not the master ; 
that in his hands lay the power not to heal but to help healing ; 
that Nature was the great healer. No one exemplified more 
perfectly the precepts of Ambroise Paré. He was impatient 
of those who introduced operations hoping for eponymous 
fame when he knew that simple measures in his hands yielded 
even better results. No one applauded more heartily the quip 
that many orthopaedic surgeons published operative “ cures ” 
in 100% of cases in an apologetic tone which suggested that 
they hoped to do better next time. For him the aim of therapy 
in orthopaedics was to get the best out of the natural defensive 
mechanisms and healing powers of the body, and to eschew 
the spectacular and dramatic. Yet he was himself a superb 
craftsman ; he had no superior in operative skill and no one 
could make an operation look more like a work of art. 

His associations with Robert Jones and the Liverpool school, 
and his outstanding skill, brought him a very large practice. 
But he did not prostrate his gifts to the service of Mammon; 
he used them for the benefit of his fellow men in all stations 
of life, and by that measure of a man’s height in the sight of 
humanity McMurray’s stature was indeed great. Others will 
write with greater knowledge of the gifts which he brought 
to the principies and practice of orthopaedic surgery, but I 
believe that history will record that his greatest contribution 
lay in his keeping brightly burning the torch handed down by 
Robert Jones, so that through the hundreds of students trained 
in the Liverpool school, many of whom now adorn the major 
teaching centres and great haspitals not only of this country 
but of the world beyond, the crippled and the disabled have 
been given greater hope. Of him it can with truth be written 
that “his way was known upon earth and his saving health 
among all nations.” 


Sir Harry Platt writes: The sudden and unexpected death 
of T. P. McMurray has come as a shock to his friends and 
contemporaries, and his passing will be mourned by a -great 
concourse of pupils now scattered throughout the Common- 
wealth. For “ Mac,” or “T.P.,” as we called him, bore his 
years lightly; his youthful appearance was always a source 
of comment wherever orthopaedic surgeons met together in 
conference. His death marks the end of a chapter in the story 
of the evolution of orthopaedic surgery in Great Britain, and, 
indeed, in the English-speaking nations. Since the retirement 
of McCrae Aitken, McMurray had represented the last direct 
and intimate link with the teaching and practice of Sir Robert 
Jones. McMurray was Robert Jones’s private assistant during 
that period of amazing activity which characterized the seventh 
decade of the life of that great master surgeon. It was for 
“Mac” a time of quiet self-effacement, but during those years 
of unique experience he laid the foundations of that clinical 
wisdom which later was his outstanding attribute as a teacher 
and leader of young men. McMurray, as a true son of Ulster, 
was unswerving in his devotion to a cause, and he felt impelled 
to enunciate the truths in which he believed ; like Luther, he 
“could do no other.” In his later years what appeared on 
first acquaintance as an uncritical and uncompromising accept- 
ance of the doctrines of H. O. Thomas as self-evident and 
eternal verities repelled many of the restless spirits among the 
younger generation of orthopaedic surgeons on both sides of 
the Atlantic. His resistance to the ever-increasing practice of 
wedding metal to bone, and to the urge to cut short the long- 
term diseases of the skeleton in the evolutionary stage by early 
Operative intervention, had persuaded them that he had become 
an old-fashioned and doctrinaire advocate of outworn prin- 
ciples. Few realized that the dogmatic Ulsterman was essen- 
tially a tolerant man, and that his philosophy was “ Live and 
let live.” He taught the value of conservative methods not 
because he himself was indifferent to the lure of the operating 
theatre—few surgeons of his generation in any field could 
compete with McMurray in sheer manual dexterity. His 
innate skill as an operator was manifest at a very early stage 
in his career. I well remember an occasion at the Alder Hey 
Military Hospital during the first great war. He was then in 
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his thirty-first year, and in the large audience in the operating 
theatre there were many experienced surgeons from the 
Dominions and the United States. McMurray picked up a 
scalpel, poised it for a moment in the air, and with one artistic 
sweep made a long incision accurately over the line of the ulnar 
nerve in the upper arm. This was followed by a second per- 
fectly executed cut which divided the deep fascia covering the 
nerve trunk above and below the site of lesion. There was a 
murmur of admiration from the spectators. 

In a long unbroken friendship with McMurray, with our 
careers running parallel in university cities not more than 
thirty-five miles apart, I cannot recall any occasion of mis- 
understanding or any feeling that we were rivals. When Robert 
Jones turned to me for help in the formidable task of preparing 
a second edition of Jones and Lovett, ““ Mac” showed no trace 
of resentment. He recognized with his essential generosity of 
spirit that others could also serve our great leader—each in 
his own fashion. McMurray’s lasting personal contribution 
to his surgical generation was the building up of the great 
postgraduate school of orthopaedics in Liverpool associated 
with the M.Ch.Orth. degree of that University. The recogni- 
tion of that great achievement by his elevation to professorial 
status was a source of pride not only to him but to his many 
colleagues and former pupils. Before I bring this tribute to 
the memory of my colleague to a close, I must refer to his 
uprightness and above all to his courage. He bore the tragic 
death of his first wife with great stoicism ; and for some years 
he was a very lonely man. His second marriage brought him 
a new contentment, and in their country home in Denbighshire 
many years of happiness in retirement seemed to stretch out 
before him. 


Sir Reginald Watson-Jones writes: Until recent months T. P. 
McMurray was still teaching postgraduate orthopaedic students 
and saying: “,Feel it, laddie”; “I think you’re splendid ” ; 
“Get on with it, laddie” ; “ You're a credit to us.” Last wee 
at the Hugh Owen Thomas Lecture in Liverpool he welcomed 
“a lost sheep” back to the fold; and in London he was 
planning his presidency of the British Medical Association. 
The suddenness with which we have lost an alert vitality, a 
boyish good humour, and a tall, handsome presence is difficult 
to believe. His manner was abrupt and brusque, but the kind- 
ness of it was warmed with a sentimentality that he himself 
would have denied and of which he would almost have been 
ashamed had he known that we recognized it. His original 
contributions to surgery were important and he was astonish- 
ingly quick and dexterous as an operator ; but it is by his teach- 
ing that he will be remembered. He was forceful, dogmatic, 
and even intolerant if the principles of Hugh Owen Thomas 
and Robert Jones were denied. It is difficult to measure the 
full extent to which he maintained and enhanced a great tradi- 
tion. In Australia, Canada, and South Africa, as well as in 
this country, many young surgeons will remember a brilliant 
clinician, a great teacher, and a friend whose affections lay deep. 


Mr. Bryan McFarland writes: It is difficult to believe that 
from what was to have been a visit to South Africa McMurray 
will never come back to Liverpool again. He seemed so young 
and vigorous a few days ago, still working and still taking his 
place in our councils and our celebrations. He was full of 
interest in his presidency of the B.M.A., and had already 
planned part of his presidential address, which incidentally 
would have left his listeners in no doubt about his opinion of 
merit awards. He was never inclined to “pull his punches.” 
And he would disapprove most strongly if we were to allow 
our sorrow to interfere with the work which he has left us. 
Rather would he expect us with increased determination to 
devote ourselves to the threefold purpose which, up to the 
moment of his untimely death, had absorbed all his energies. 
To prevent and relieve crippling defects, to teach and to train 
orthopaedic surgeons, and to stimulate research constituted his 
whale raison d’étre. The high tradition of skill, of experience, 
and of teaching handed on by Hugh Owen Thomas to Sir, 
Robert Jones and in turn by him to McMurray was strikingly 
maintained. Through the Liverpool School there passed 


i bl h odie a 
innumerable men who are now practising orthopaedij 
in all parts of the world. P _— 
McMurray was essentially a good companion. Whether Play- 
ing a game of golf (in which with hardly a glance at the ten 
he would sink ridiculously long putts), or playing cards (at 
which he invariably won), or throwing at coconuts in a fair 
he was great fun. I never saw him happier than at a fair in 
Chester in 1940 when he smashed a whole stand of crocke 
for an outlay of half-a-crown. When he was doing nothien 
he did it just as thoroughly, and to see him sitting in the a 
at Ystrad Cottage, gazing peacefully at the distant Denbigh- 
shire hills, the inevitable day-old newspaper on his knee, was 
an education in relaxation. He was a big man in the fylj 
sense of the expression. Just as there was nothing fiddling 
about his surgery and nothing mean in his dealings with men, 


so also there was nothing paltry in his reactions to the blows’ 


of fate. The death of his first wife caused neither a pause ip 
his work nor an alteration in his manner, and only those who 
were very close to him knew how hard he was hit. We were 
overjoyed when his second marriage healed a wound to which 
he never admitted but of which we had begun to despair. He 
was very happy for the succeeding six years. Now we have 
lost one of our great men, and it will seem lonely in Liverpoo| 
without McMurray. But there is consolation in the knowledge 
that in all parts of the world there are men and women whose 
achievements will render immortal the personality and the 
work of Thomas Porter McMurray. 


Mr. K. W. Monsarratt writes: Thirty years’ friendship with 
McMurray has left chiefly in memory how completely and 
simply his vigorous activities were devoted to the work he 
chose for his own. He chose early, not long after he qualified, 
when good fortune brought him into association with Sir Robert 
Jones. This association was typical of all his loyalties ; it was 
not only unbroken but never relaxed. It began with a house 
appointment at the Royal Southern Hospital; its last phase 
was when his name-plate was fixed on the door of 11, Nelson 
Street, Liverpool, under those of Sir Robert Jones and Hugh 
Owen Thomas. On the morning in May, 1941, the morning 
after 11, Nelson Street had been reduced to rubble by a bomb, 
he called at the Medical Institution. “I’ve lost my home,” 
he said. About the beginning of the first world war he was 
appointed to a new department of orthopaedic surgery at the 
Northern Hospital, and he stayed on its active staff urtil he 
reached retiring age, two years ago. He was operating in the 
hospital the day before he died. He remained at home during 
the 1914-18 war, but what it cost him to stay at hore only 
his intimate friends knew. The development of an organiza- 
tion for the treatment of the crippled soldier was in Robert 
Jones’s hands, and McMurray was told he could not be spared 
to the Army. The first orthopaedic hospital in this country 
was established in Liverpool and he was put in charge. Seven 
or eight years after he had been appointed orthopaedic surgeon 
to the Northern Hospital he was pressed to join the staff of 
the Royal Infirmary. The Northern Hospital had been wise 
enough to give him the beds he wanted; his answer to the 
invitation from the senior hospital was characteristic. He said, 
“ Thank you, I have what I want where I am.” It was in the 
Northern Hospital that most of his adult orthopaedic work 
was done, but he had a full share in the development of this 
work among children, particularly in the Open Air Children’s 
Hospital at Heswall, Cheshire, and in the Municipal Children’s 
Hospital, Alder Hey. 

In the University, recognition of orthopaedic surgery as a 
major specialty seemed to some unduly slow; it was repre- 
sented by a lectureship only up to 1939, when a chair was 
established and McMurray became the first professor. His 
leadership among the younger men was worthy of the tradition 
of his chief, Robert Jones ; perhaps he even exceeded his chief 
in the personal interest he took in those who passed through 
the school to work elsewhere. He was sparing of emotional 
expression, but his friends were not surprised by his grief at the 
loss in North Africa of his brilliant young disciple, Eastwood, 
in 1942. During the recent war he worked himself hard, as 
his many consultant appointments testify. Many young men 
will remember the courses of instruction in military orthopaedics 
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he organized and conducted, in place of the normal courses for 
the M.Ch.Orth., for whose high reputation he was principally 
responsible. ; ; ; 

Those who were most closely associated with him wondered 
sometimes how little the ways to honours seemed to matter to 
him. Year in and year out it was the quality and perfection 
of the work he did, and saw done, that occupied him, but he 
was not too preoccupied to indulge freely in a sense of humour. 
He loved to “ pull a leg.” In 1941 a medical superintendent, 
much tried by a flood of air-raid casualties and not given to 
enthusiasms, said, “ Professor McMurray’s visits are an enter- 
teinment,” then, after a moment, “and an inspiration.” It may 
be said that the whole medical profession of Liverpool wel- 
comed the opportunity of nominating him President of the 
British Medical Association. To him this meant that he would 
have a chance of helping to decide how the present changing 
conditions of medical practice might be directed to greater 
public benefit. He had already chosen this subject for his 


presidential address. 


Professor G. R. Girdlestone writes: The sudden death of 
T. P. McMurray is a great loss to orthopaedics and a very 
sad blow to his friends and admirers all over the world. His 
achievements, distinctions, and eminence speak for themselves ; 
but I would like to add a few words of personal appreciation, 
for I have known him intimately for thirty-five years, and we 
had many happy times together. His gifts of ability and 
temperament and his long association with Robert Jones 
enabled him to perceive by what procedure he could best help 
his patients; and to them he gave his unrivalled knowledge, 
experience, and skill with generosity and great kindness. He 
had an admirable confidence in his own judgment, but recog- 
nized in himself a certain capacity for nonconformity, so that 
when he brought out his excellent, if brief, textbook he was 
careful to call it A (not The) Practice of Orthopaedic Surgery. 
Unassuming, warm-hearted, and very friendly, his company 
was always delightful,’ with a wholesome appetizing flavour 
peculiarly his own. We mourn a great craftsman, and a great 
man, wise, direct, gay, and serene. 


Dr. DALTON MALLAM died suddenly on October 23 at the age 
of 64. His early life was spent in the neighbourhood of Oxford, 
where his father was in practice, After qualifying at the 
London Hospital in 1913 he served as house-surgeon at Adden- 
brooke’s Hospital, and it was there that he first practised his 
later well-known and very successful technique for tonsill- 
ectomy. He came to Redhill in 1919 and remained in general 
and surgical practice until 1947, when he retired owing to ill- 
health. During this time he was a member of the surgical staff 
for 25 years, and later consultant surgeon, at the East Surrey 
Hospital. He was always a sound, safe, and able general 
surgeon. During the 1914-18 war he served in France and the 
Middle East with the R.A.M.C. Dr. Mallam was associated 
with the development of the East Surrey mobile physiotherapy 
unit. He was chairman in 1939-41 of the Reigate Division of 
the B.M.A. In his spare time and holidays he loved birds, 
boats, and plants. He was a man of high principles, from 
which he never wavered ; and this, combined with a meticulous 
attention to detail, a natural tidiness and punctuality of habit 
and mind, made him much valued as a trusted friend, a very 
able practitioner, and a colleague whom it was a pleasure to 
have known. To his widow and two sons the sympathy of all 

















The Services 








The Efficiency Decoration of the Territorial Army has been con- 
ferred upon Majors H. J. Heathcote, A. H. M. Richards, and J. T. 
Wybourn, Captain (Honorary Major) J. H. Whittles, and Captain 
T. R. W. Millar, R.A.M.C., T.A. 

Colonel K. B. Fraser, R.A.A.M.C., has been appointed Honorary 
Surgeon to the King in succession to Brigadier (Honorary Major- 
General) R. W. W. Walsh, D.S.O., retired. 


Medical Notes in Parliament 








NATIONAL HEALTH SERVICE (AMENDMENT) BILL 


The House of Lords on November 17 went into Committee on 
the National Health Service (Amendment) Bill. 

Lord SHEPHERD, for the Government, accepted minor amend- 
ments to Clause 7 after the first six clauses of the Bill had 
been agreed without discussion. The first important Govern- 
ment amendment was a new clause to be inserted after Clause 14 
as follows: 

Regulations made under Section 34 of the Act of 1946 and 
regulations made under Section 35 of the Act of 1947 may 
confer or impose on the Medical Practices Committee or, as the case 
may be, the Scottish Medical Practices Committee such additional 
functions in relation to arrangements for the provision of general 
medical services as may be prescribed. 


Medical Practices Committee 


Lord Shepherd said the purpose of the clause was to add 
to the authority of the Medical Practices Committee. The func- 
tions of that committee were, at present, technically limited to 
granting applications for inclusion in a medical list by doctors 
not yet on a medical list. The Government thought it impor- 
tant that the committee should have authority to look at all 
applicants for appointments. When a doctor on the list desired 
to appoint an assistant but the executive council for his area 
refused the appointment, the doctor should be able to appeal 
to the Medical Practices Committee, who could hear and deter- 
mine the case. That was an illustration of the kind of extra 
authority which the new clause would give to the committee. 
The same powers would also be applied in Scotland by reference 
to the Act of 1947. 

Lord LLEWELLIN said the new clause met a point made by 
the British Medical Association and had been agreed upon 
between that body and the Minister. He asked Lord Shepherd 
to see whether there ought not also to be consequential amend- 
ments to Sections 33 and 34 of the original Act. The advisers 
of the British Medical Association were not satisfied on that 
point. Section 33 expressly directed that regulations should be 
made requiring executive councils and not the Medical Practices 
Committee to arrange for the distribution of patients. Perhaps 
there ought to be some amendment to include the Medical 
Practices Committee in those regulations. Section 34 might 
require amendment in the same way, because as it stood it 
limited the functions which devolved on the Medical Practices 
Committee. He hoped Lord Shepherd and his advisers would 
look into these points before the report stage. 

Lord SHEPHERD promised to respond to Lord Llewellin’s 
suggestion, and the new clause was then agreed to. 


Charge for Prescriptions 


Lord Shepherd then moved to insert another new clause 
providing for the recovery of charges in respect of pharma- 
ceutical services. 

Section 38 of the Act of 1946 and Section 40 of the Act of 1947 
(which provide for the making of arrangements for pharmaceutical 
services) shall be amended by the addition at the end of each of 
those sections of the following subsection : 

(3) Regulations may provide for the making and recovery, in 
such manner as may be prescribed, of such charges, in respect of 
such pharmaceutical services, as may be prescribed, and may pro- 
vide for the remission or repayment of the charges in the case of 
such persons as may be prescribed. 


Lord Shepherd said this clause gave the necessary statutory 
authority for the proposal already announced by the Prime 
Minister in the House of Commons to make a charge for 
prescriptions under the National Health Service. The clause 
was drafted in general terms because the exact nature of the 
arrangements to be made had not been settled. The Prime 
Minister had announced that the charge would in any case not 
exceed one shilling and that old-age pensioners would be 
relieved of it. The Minister of Pensions had explained that 
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war pensioners would continue to receive free treatment for 
their pensioned disabilities. _ No further particulars could be 
given at this stage. 

The object of the amendment was twofold. It was to act 
as a deterrent to excessive or unnecessary resort to doctors and 
chemists and to reduce expenditure. Eventually it might be 
possible to tackle these problems on other lines. The Central 
and Scottish Health Services Councils had set up a Joint Com- 
mittee to advise whether it was desirable and practicable to 
restrict or discourage the prescribing by doctors in the National 
Health Service of medicines of doubtful value or of unethical 
character, and of unnecessarily expensive brands of standard 
drugs. This Joint Committee consisted of members suggested 
by the Standing Medical and Pharmaceutical Advisory Com- 
mittees of England and Wales, the Scottish Medical, Pharma- 
ceutical, and General Practitioner Services Advisory Committees, 
the three Royal Colleges and the Scottish Ccrporations, the 
British Medical Association, the British Pharmacopoeia Com- 
mission, and the Society of Apothecaries. It was too early to 
say what might be found possible on those lines, but it was con- 
ceivable that in the long run the better way of handling the 
problem might be by general acceptance of a list of drugs of 
recognized value, with the corollary that a doctor would be 
expected to justify the prescribing of any not so recognized 
or unnecessarily expensive brands of recognized drugs. The 
clause would be applied to Scotland by the necessary reference 
to the Act of 1947. It was of a permissive character and would 
enable the Minister to vary conditions governing these practices. 

Lord LLEWELLIN said he was glad that the Minister of Pen- 
sions had ensured that disabled ex-Servicemen would not have 
these charges placed upon them. That provision would give 
general satisfaction. He did not understand one sentence used 
by Lord Shepherd. He had not the faintest idea what an 
“unethical” medicine was. He noted that the new clause was 
a wide one. It gave general power to the Minister to make 
regulations to make charges. The House would have to watch 
what those regulations did when they came out. He did not 
know whether the principle of one shilling per prescription 
originally adopted by the Government would work in practice. 
He was told that 70% of the prescriptions which were made 
under the National Health Service were not handled by the 
pricing bureau. He was informed that a charge of one shilling 
for every prescription would require a much larger staff in the 
pricing bureau than there was at present, unless the intention 
was to make an average adjustment, as had apparently been 
done so far under the Health Acts. He asked whether the 
price was to be per prescription or per item on the prescrip- 
tion. A number of prescriptions given by doctors included 
more than one item. In addition to the provision for old-age 
pensioners and ex-Service people, some provision should be 
made so that people who had to take regularly a drug such 
as insulin did not have to obtain a fresh prescription each time 
and thereby have to pay for each issue of a drug which they 
must have. 

Lord Hawke asked when the financial effects of this scheme 
would be seen. Could Lord Shepherd give some forecast of 
when the charge would be imposed ? 

Lord SHEPHERD agreed that the time for discussion of many 
of these details would arrive when the regulations came before 
Parliament. This new clause merely gave the Minister power 
to prescribe regulations which would. he hoped, see the light 
of day before long. There would have to be consultations 
about them. Not only would the question of prescribing be 
reviewed by the Joint Comittee, but there would also be 
consultation with the professional organizations about the 
details: of the scheme for the recovery of charges. Many of 
the points which were causing disquiet in certain quarters would 
undoubtedly be considered by the Minister before the regula- 
tions were drafted. 

He found it difficult to answer Lord Llewellin’s inquiry. 
A suggestion had been given to him that “ unethical treatment 
‘by the supply of drugs appears to be something that stimulates 
the emotions.” As to the statement that 70% of the prescrip- 
tions were not handled by the pricing bureau, Lord Shepherd 


‘said that an attempt was being made to secure the system which 


which the Ministry required. The point Lord Llewellin 

had raised about the repetition of prescriptions for a 9 

complaint would receive consideration. He might be able to 

give definite replies to Lord Hawke when the regulations Were 

brought before Parliament. A certain amount of the financia} 

effect would be in this year and the full fruits in a full year. 
The proposed amendment was then agreed to. 


Checking Abuse by Foreign Visitors 


Lord Shepherd moved to insert another new clause on the 
recovery of charges from persons resident outside Great Britain, 
.—(1) The powers of the Minister to make regulations under the 
Act of 1946 shall, notwithstanding anything in Section 1 of that 
Act, include power to make regulations providing for the making ang 
recovery, in such manner as may be prescribed, of such charges, in 
respect of such services provided under the Act of 1946, as may be 
prescribed, being services provided in respect of such persons not 
ordinarily resident in Great Britain as may be prescribed ; and such 
regulations may provide that the charges are only to be made in 
such cases as may be determined in accordance with the regulations, 
(2) This section shall apply to Scotland with the substitution for 
the reference to the Minister of a reference to the Secretary of State 
and for the reference to the Act of 1946 of a reference to the Act 
of 1947. 


Lord Shepherd said the proposed clause gave power to make 
regulations for the making and recovery of charges for any use 
which might be made of the National Health Service by per- 
sons not ordinarily resident in this country. It was not the 
intention to exclude all foreign visitors from the benefits of 
the Health Service. Reasonable use of those services by those 
who fell ill when visiting this country was, in Mr. Bevan’s 
view, a part of hospitality. Abuse by people who perhaps 
came.to the United Kingdom mainly to take advantage of a 
free service was another matter. This clause was meant to 
give power to check abuse. Any regulations which might be 
made would not debar any person in this country from using 
the National Health Service but might require him to pay a 
charge for so doing. Subsection (1) of the new clause pro- 
vided that the regulations made under the clause should specify 
to what services the charges would apply and what the charges 
were to be. The regulations would also lay down to what 
classes of persons not ordinarily resident in Great Britain the 
charges would apply. Owing to the difficulty in framing regula- 
tions which would not prove too rigid in their application to 
individual cases it was provided that the charges should be 
made only in cases where the Minister so determined. 

Lord LLEWELLIN said the clause imposed on the Minister the 
responsibility for making regulations to recover from overseas 
visitors a charge for the use of health services. He recalled that 
Mr. Bevan, speaking in the House of Commons about an 
amendment on almost identical lines, had said that for him 
to accept such a responsibility was “absolutely and utterly 
impracticable.” He was glad that on second thoughts the 
Minister had changed his opinion. He recalled that when the 
National Health Service (Amendment) Bill first came before 
the House of Lords he had remarked that it fulfilled promises 
three and a half years after suggestions on the same lines had 
been made in that House during discussions on the principal 
Act. He congratulated the Government that this time the 
suggestions of the House of Lords had been adopted within 
three and a half weeks. 

The proposed new clause was agreed to. ‘ 

On Clause 15, which concerns the superannuation of officers 
of certain hospitals, Lord Llewellin said that any hospital 
management, before availing itself of the facilities under the 
clause, would have to appreciate that as an emplover it would 
place round its neck an unknown and unlinited liability in the 
matter of a deficiency contribution to the Minister’s super- 
annuation account. The same thing had happened under the 
Local Authority (Superannuation) Acts. 

Lord SHEPHERD said he found that if there were an actuarial 
deficiency in the scheme of any particular hospital, the pay- 
ments into the fund for that hospital might be increased. It 
would not be a question of making good a deficiency over the 
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general body of hospitals. He promised to talk with Lord 
Llewellin about the point. 

Clause 15, together with the remaining clauses and schedule, 
were then agreed to and the committee stage concluded. 


Dispensing Doctors 


Mr. SKINNARD on November 17 asked what proportion of 
medicines prescribed under the National Health Service was 
dispensed by doctors ; and how payment for the drugs was 
made in such cases. 

Mr. BEVAN said no precise information was available, but 
the estimated proportion supplied by doctors under Part IV of 
the National Health Service Act was one-tenth. Doctors giving 
general medical services and maternity medical services supplied 
medicine to their patients in the following circumstances, and it 
was paid for in the following ways. 


1. Prescribing doctors were required to supply drugs and appliances 
needed for immediate administration or before a supply could be 
obtained from a chemist. For this they received payment at the rate 
of 2s. 6d. per hundred patients on their list, with additional payment 
for expensive drugs in a Special List. 

2. Prescribing doctors might themselves supply any drug normally 
administered by a doctor in person—e.g., an injection. For this they 
were paid the value of the drug plus a fee. 

3. In country districts where no chemist was readily available, 
doctors might be required to supply all drugs and appliances needed 
for the treatment of their patients. For this they might be paid in 
two ways: (a) at the rate of 6s. 6d. per dispensing patient with 
additional payment for expensive drugs in a Special List, or (b) on 
the basis of the Drug Tariff for ali drugs and appliances actually 
supplied. 

Cost of Prescription 


Dr. BROUGHTON asked on November 17 what was the average 
cost of National Health Service prescriptions ; how much of 
that amount was dispensing fee; and how much the cost of 
container. 


Mr. BeEvAN in reply said the average cost of National. Health 


Service prescriptions in EngJand..and Wales was at present 
about 3s. Of that amount one shilling and one-third of a penny 
represented the average dispensing fee and a penny farthing the 
average cost of containers. He had no changes in mind in 
these forms of expenditure. 

Mr. PiraTIN asked Mr. Bevan, before introducing his regula- 
tion on payment for prescriptions, to consider reducing the 
average price of prescriptions, even if this involved lowering 
the profits of certain firms. 

Mr. BeEvAN replied that these matters had been looked into 
and the profits of the firms had already been reduced. 


Diphtheria—Local authority returns show that in England and 
Wales 2,431 children under the age of 15 were reported as suffering 
from diphtheria in 1948, and that 788 of them had been immunized. 
Of 126 children who died from diphtheria only six were immunized. 


Hearing Aids.—Asked what assistance he gave to deaf persons to 
whom the Medresco deaf-aid was of no use but who could hear 
with the aid of other appliances, Mr. BEVAN replied on November 1 
that non-electrical aids were provided in suitable cases. Steps were 
being taken to develop a new Medresco aid for the small minority 
who needed it. 


Invalided Out——The average yearly number of men who have 
been invalided out from the Army since August, 1945, is 32.616. 
This figure excludes 9,518 men who were invalided out as a result of 
wounds between August, 1945, and December, 1946. 


Items Prescribed —Mr. SKINNARD on November 17 inquired what 
percentage of the prescription forms dealt with by the pharmaceutical 
pricing bureaux carried a single prescription, and what percentage 
more than two. Mr. Bevan said that precise data were not available. 
Evidence before him suggested that the average percentages were 
about 60%: and a little under 10%, respectively. 














Professor Crighton Bramwell, professor of cardiology in the 
University of Manchester, has recently gone to Italy for a 
lecture tour sponsored by the British Council. He is lecturing 
in Turin, Milan, Padua, Bologna, and Rome on “ The Normal 
Heart,” “ Heart Disease and Pregnancy,” “ Phonocardiography,” 
and “ Subacute Bacterial Endocarditis.” 


Universities and Colleges 








UNIVERSITY OF LONDON 


The following candidates have been approved at the examination 
indicated : 


Tuirp M.B., B.S.—'*M. C. Gilbert, '*Hilary M. K. Jenkins, 
'23J. A. Loeb, '*C. J. H. Mann, *‘F. G. Montfort, **W. D. 
Ratnavale, * ‘Muriel P. Reynolds, '’"M. Sackwood, H. J. Ander- 
sen, J. &. P. Asbury, L. G. J. Baldwin, S. Barron, P. Bass, 
W. H. B. Begg, R. G. Benson, A. Bernstein, E. Beswick, Peggy M. 
Birch, Doreen A. Birks, C. A. Biscoe, W. B. Blood, D. L. Blund- 
stone, K. Béheimer, P. W. Bowden, Jean M. Boyd, Anna A. Braga, 
D. St. J. Brew, E. A. Brown, H. S. Brown, F. Brun, J. H. McL. 
Buckley, D. W. Bull, J. Burgess, P. J. A. Butcher, K. V. Calder, 
H. Caplan, P. C. Cashmore, H. E. R. Chew, Wendy A. Clark, 
D. H. Clarke, S. I. Cohen, W. W. H. Colmer, R. E. Connor, 
C. R. Cowan, C. C. Cox, J. P. Crawford, R. A. Crook, J. D. 
Crowle-Smith, P. D. Crowley, D. J. Dalton, H. G. Damant, 
Barbara M. Dana, C. Dansie, D. A. Davey, D. J. Davies, Lorna C. 
Davies, R. J. Davis, Evelyn F. P. Dennett, Elizabeth Dennys, 
R. P. G. Dickerson, P. R. Dove, G. E. Dower, G. A. Dransfield, 
Betty B. Dyer, B. H. Egerton, M. D. Eilenberg, G* Eisinger, B. D. 
Ellis, Valerie M. Ellis, J. L. Facer, H. V. J. Fernando, J. F. 
Filbee, P. F. G. Finch, Sanchia Fitz-maurice, G. Fleet, G. V. Forester, 
B. J. Foster, H. Fox, Elizabeth M. France, W. K. Frewen, Kathleen 
M. Frith, S. I. Fung, A. George, A. Gilchrist, F. H. Glanville, J. R- 
Greaves, Wendy E. Greengross, J. D. Griffiths, Anne Guy, Mary 
J. L. Hall, R. G. Hardwick, C. H. Harper, Lucien H. Harris, Felicity 
M. Hartridge, B. Hawkes, T. D. Hawkins, R. R. P. Hayter, 
Margaret Hedge, Patricia Herdman, Mary J. G. Herman, D. G. M. 
Hills, P. L. Holman, E. R. S. Hooper, A. G. Horsburgh, Gladys F. 
Horton, Jean M. Horton, F. C. Hoyte, R. T. Hughes, Sheila M. H. 
Hugh-Musgrove, K. M. S. Hume, A. C. Hunt, H. A. Hurwood, 
J. A. Hyde, P. J. Hynes, L. Jacobs, D. B. James, F. E. James, R. F. 
Joanes, C. H. P. Johnston, Jocelyn Johnston, Lucy E. Kaye, G. 
Kazantzis, G. E. Kelly, M. D. Kochan, H. G. Koster, M. A. S. 
Lea, B. D. J. Leary, A. Lebedeff, K. Lee, Margaret M. S. Lee, P. G. 
Lever, P. E. Lewis, J. C. Linn, C. S. Livingstone, Joyce J. P. Lomas, 
P. G. W. A. Lommerse, P. H. Lovell, K. G. Lupprian, R. A. 
McGregor, E. J. McGuire, R. M. Mackenzie, Enid M. L. 
Mackintosh, E. J. Mann, Angela B. Manning, S. Marks, A. A. 
Mason, K. D. Mason, D. M. Matthews, J. D. Matthews, D. G. 
May, Jean Maycock, B. Measday, J. S. Mehta, Maureen Meikle, 
E. W. Melia, D. Mendel, J. A. Menon, C. J. G. Menzies, J. 
Middleton Price, R. Morgan, D. F. Morley, J. D. Morris, I. S. Moss, 
G. V. Mulholland, N. H. Newman, W. K. Newton, Elizabeth S. B. 
Nicoll, H. I. Obeyesekere, K. L. Oldershaw, Lola E. Owers, D. L. E. 
Paine, Doreen B. Pallot, J. H. Parry, H. I. Passes, I. H. Pattison, 
Dorothy J. Pearse, C. D. Peters, H. R. Playfair, G. L. Powell, 
D. J. Price, Charmian Quinton, D. C., E. Rabbin, Stella J. E. 
Randall, Joselen Ransome, W. H. R. Rees, B. B. Reiss, G. J. 
Rockley, R. F. Rohan, Ruth Roseveare, Dorothy J. Roth, P. T. C. 
Rowan, Yvonne K. Russell, D. M. Ryle, R. P. G. Sandon, Evelyn 
M. Schallibaum, G. W. Scott, J. T. Scott, J. S. T. Searle, J. D. 
Shapland, Margaret Sheldon, E. W. Shepherd, G. A. Simpson, Susan 
Simpson, S. E. Slade, G. J. Smart, G. H. Smerdon, T. B. Smith, 
R. S. Snell, J. G. Sowerbutts, W. Stern, Gwendoline R. Stockley, 
J. L. V. Summerhayes, A. R. Teuten, Joan M. Thomas, P. J. B. 
Thomas, K. D. B. Thomson, N. A. Toes, K. M. Tomlinson, K. M. 
Townend, A. Trueman, P. A. Vardy, D. L. Walker, J. A. Walker, 
J. T. Wallace, G. Walters, D. C. White, B. L. Whitaker, G. B. 
Whitaker, M. A. Wiggins, Betty E. Wilkins, Constance M. Wilkinson, 
F. M. W. Williams, R. G. Williams, J. L. Withey, G. T. Woods, 
Margaret E. Wort, S. C. A. Wycliffe-Jones, M. Wynyard, G. N. 
Yates, G. P. Yonge. 


‘With honours. ?Distinguished in pathology. *Distinguished in 
hygiene and forensic medicine. ‘Distinguished in medicine. 
‘Distinguished in applied pharmacology and therapeutics. ‘Dis- 
tinguished in surgery. ‘*Distinguished in obstetrics and gynaecology. 


UNIVERSITY OF MANCHESTER 


The Council has appointed Sir John Stopford, F.R.S., as representa- 
tive of the University on the Court of Governors of the University 
College of North Staffordshire. 

The Council has decided to apply the gift of £1,699 made by the 
parents of children who during the 1939-45 war were evacuated to 
Canada in the establishment of a fund to make grants to Canadians 
wishing to conduct postgraduate studies and/or research in the 
University, a preference being given to students who shal] have 
graduated in the University of Toronto. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital Statistics 
in the British Isles during the week ended November 5. [No. 44 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded-ander each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns in Scotland. 
(d) The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or no 
return available. 























































































































p 1949 1948 (Correspoading Week) 
Disease 
; fz) |) | ©|@)| OO] @ || ©O;@! & 
Cerebrospinal fever .. 18} 2) 20) 2 1 21 4 14 2 2 
Deaths am - —|— ; 
a 86 8| 34 4 2 171; 17| 54 9 4 
ths — |j—-|—|—-|— a sy es 
Dysentery 83 2} 70 1 3 55 7, 59; — 2 
Deaths 1 —|— Se ees 
Encephalitis lethargica, 
acute os os y— | — | — | — eS eS 
ths na —_ al 
pelas 29; 12) 8 39) 13) 4 
ths _~ “on 
Infective enteritis or 
di oea under 2 
years na 64 60 
Deaths 29) 2) S| 14 4 34, 6) — 4 2 
Measles* ée .- | 1,082) 33] 32} 80) 68] 6,177) 123) 166) 124; 75 
Deathst o« - —|—|— pinay pes 1 
Ophthalmia neonatorum 35} 4 44—] — 427, 5; 9#— 1 
Paratyphoid fever ea 7| — |2(B)) — |1@) 3, +16@B) — | — 
Deaths a - wef eee | eee Pome fe Fee ff ee | ee | oe | 
Pneumonia, influenzal . . 419} 21 3 1 5} 496; 30) 8 2 6 
Deaths (from influ- 
enza)t ‘a me 177 2 2a4—i— 4 1 1] — 1 
Pneumonia, primary .. 179} 24 187} 20) 
Deaths ne “a 197; 38 7| 8 208) 32 a. 8 
Polio-encephalitis, acute mS 2| — 
Deaths wt ay 
Poliomyelitis, acute 318} 47 3 4 5 73 6 4 1} — 
Deaths§ wa 35} 5 4 2 
Puerperal fever . . —/| 15 af $6 son 
Deaths on 
Puerperal pyrexiajj 65} 8 S| 1 3} 106) 12; 3) — 2: 
Deaths oe _ ends 
Relapsing fever —_— | — «<a t, as fa rae 
Deaths es 
Scarlet fever 2,048] 161] 269] 162) 174] 1,471] 91) 314) 206) 35 
Smallpox — oe 1} — | — | — | — | |e | |] 
Deaths a ee as pat ans 
hoid fever .. oe 1);—|—|—|— q— | — 2; 2 
ths aa os ee ee ee ne ee se 
Tyghes fever — |}—|—|— |} — | — J — | — | I 
ths unt had a ye 
Whooping-cough* 898} 26) $1} 35 38 2,240} 111} 89) 72) 10 
Deaths 4 so 2 — 1|— 1 5 —_ 2— 
Deaths (0-1 year) PO 249; 30) 34) 30) 12} 293; 42) 43) 18] 13 
Deaths (excluding still- 
births) .. | 5,309) 930} 569) 180} 116] 4,771} 811) 618) 185) 109 
Annual death rate (per 
1,000 persons living) 11-4) 11-2 12:5) 11-6 
Live births te .. | 6,912|1103| 886) 401] 213] 7,501|/1274 875| 396| 227 
Annual rate per 1,000 
persons living my 17-8) 24-8 17-7| 24-8 
Stillbirths - ad 193} 19) 28 169| 23) 22 
Rate per 1,000 total 
births (including : 
stillborn) .. - 31 | 25 
' 








* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only. 

+ Deaths from measles and scarlet fever for England and Wales, London 
(administrative county), will no longer be published. - 

t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. ae 

§ The number of deaths from picmee and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 

|| Includes puerperal fever for England and Wales and Eire. 


EPIDEMIOLOGICAL NOTES 


Poliomyelitis 


Notifications in England and Wales in the week e 

November 12 were: poliomyelitis 293 (318), polio-encepha- 
litis 23 (12). Figures for the previous week are in parentheses 
Thus the slow decline in incidence continues. ; 


Multiple cases were reported from the following counties 
London 50 (55), Bedford 6 (2), Berkshire 7 (3), Buckingham 2 
(4), Chester 16 (10), Derby 3 (2), Devon 3 (3), Dorset 7 (3), 
Durham 3 (2), Essex 24 (26), Gloucester 6 (9), Hereford 4 (2), 
Hertford 4 (9), Huntingdon 5 (0), Kent 15 (16), Lancaster 26 
(32), Leicester 12 (3), Lincs, Lindsey 5 (13), Middlesex 14 (17), 
Norfolk 7 (5), Northampton 4 (1), Northumberland 4 (2), 
Nottingham 9 (8), Oxford 2 (2), Salop 2 (0), Somerset 2 (11), 
Southampton 9 (13), Stafford 7 (3), East Suffolk 2 (2), Surrey 
6 (14), East Sussex 5 (9), West Sussex 1 (3), Warwick 7 (8), 
Westmorland 3 (1), Wiltshire 2 (1), North Yorks 2 (2), West 
Yorks 36 (50), Glamorgan 4 (7). 


Discussion of Table 


In England and Wales increases were recorded in the notifica- 
tions of whooping-cough 149, acute pneumonia 116, measles 
87, and scarlet fever 76, while decreases were reported for 
dysentery 56 and diphtheria 15. 


The incidence of scarlet fever is about three times the level 
of 10 weeks ago, and the notifications give the largest weekly 
total for almost two years. This rise in the incidence of scarlet 
fever during the week was contributed by the northern section 
of the country; in the southern section a small decrease was 
reported. The largest of the local increases in notifications was 
Cheshire 44. 


The chief feature of the returns for diphtheria was a decrease 
of 6 in the number of notifications in Staffordshire and in 
Lancashire. In only a few counties was any variation recorded 
in the trend of measles. The only increase of any size in the 
incidence of measles was Durham 81, due to a rise from 16 
to 70 in South Shields C.B.; the largest decreases were Kent 
31 and London 30. 

The largest variations in the incidence of whooping-cough 
were a decrease of 26 in Lancashire and a rise of 32 in Durham, 
mainly due to Hetton U.D., where the notifications rose from 
3 to 21. 

The only large return for dysentery was 43 notifications in 
Lancashire (Liverpool C.B. 17, Ince in Makerfield U.D. 10). 


In Scotland increases were recorded in the notifications of 
acute primary pneumonia 46, scarlet fever 45, dysentery 15, and 
cerebrospinal fever 13. The largest rise in the notifications of 
scarlet fever was 20 in Zetland county. An increase of 7 in 
the notifications of dysentery was recorded in both Edinburgh 
and Glasgow. 


In Eire there was an increase of 63 in the notifications of 
scarlet fever with a decrease of 49 for measles. A rise in the 
incidence of scarlet fever occurred throughout the country ; 
the largest increase was 31 in Dublin C.B. A fall of 68 in 
the notifications of measles was recorded in Waterford C.B. 
An increase of 14 in the notifications of diarrhoea and enteritis 
was reported from Dublin C.B. 


In Northern Ireland there were increases in the notifications 
of measles 23 and scarlet fever 15. These rises were mainly 
due to the experience of Belfast C.B. 


Week Ending November 12 


Notifications of infectious diseases in England and Wakes 
during the week included: scarlet fever 2,163, whooping-cough 
977, diphtheria 85, measles 1,055, acute pneumonia 534, cerebro- 
spinal fever 20, acute poliomyelitis 293, acute polio-encephalitis 
12, dysentery 92, paratyphoid fever 7, typhoid fever 18, food- 
poisoning 50. 
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Medical News 


——_—— 





— 

neral Medical Council | 
Tee sase David Campbell, Regius Professor of Materia 
Medica in the University of Aberdeen, was elected President of 
the General Medical Council on November 22 in succession 
to the late Sir Herbert Lightfoot Eason. 


New Dean Appointed 

Professor Andrew Topping has been appointed whole-time 
Dean of the London School of Hygiene and Tropical Medicine. 
He will take up his duties in the middle of February, 1950. 
Professor Topping graduated M.B., Ch.B. at the University of 
Aberdeen in 1914, and served wi.h the R.A.M.C. in Gallipoli 
ahd Mesopotamia during the first world war. For some years 
he was senior medical officer at Abadan in Persia and, on his 
return to England, became medical officer of health of Rochdale. 
After serving in the London Fever Hospital service he became 
deputy medical officer of health to the London County Council 
and lecturer in public healih at Charing Cross Hospital Medical 
School. During the second world war he was deputy chief of 
the Relief Services of Unrra and subsequently director of health 
of the European division. He is at present Professor of Social 
and Preventive Medicine in Manchester University. ; As 
previously reported, Professor J. M: Mackintosh has resigned 
from the position of Dean, but will continue to teach in the 
school as Professor of Public Health. 


Queen’s Gift to Royal College 

The Queen has given £1,000 to the Royal College of Obstetri- 
cians and Gynaecologists. This was announced by Sir William 
Gilliatt on November 22, speaking at a luncheon at the College’s 
House to launch an appeal for £400,000. Of the sum required, 
£350,000 was for research, building, and general funds, and 
£50,000 for a travelling professorship. 


B.C.G. Vaccination in London 

The Health Committee of the London County Council is 
proposing that the Council shall participate in the local health 
authorities’ arrangements for the prevention of tuberculosis 
under Sect. 28 of the National Health Service Act by provid- 
ing for B.C.G. vaccination. The vaccination, in the terms of the 
proposal to be submitted to the Minister, will be provided “ by, 
and at the instance of, physicians with specialist knowledge and 
experience of tuberculosis, as regards persons to whom it is 
judged medically expedient, subject to the necessary preliminary 
tests, to afford such vaccination in view of their known contact 
with tuberculous infection or selec’ed groups of the population, 
as agreed by the Mini-try of Health.” It is considered advisable 
that all contacts, both children and adults, of tuberculous 
patients in Lordon should be considered for vaccination. All 
the chest physicians in charge of the chest clinics in London 
will be nomina‘ed for the purpose. The person to be 
vaccinated may have to be segregated from known sources of 
infection while tuberculin testing and vaccination are being 
carried out, up to a total period of 12 weeks, or more if the 
vaccination is not at first successful. The Council itself may 
have to provide for the segregat on of at least 150 children and, 
in snecial circumstances. a small number of adults at any time 
during the year. Copies of the proposal have to be served on 
every voluntary organization which, to the knowledge of the 
Council, provides services of the kind dealt with in the pro- 
posal. on the London Execut've Council, the four metropolitan 
regi>nal hosnital boards, and the boards of governcrs of each 
teaching hospital in the county, and on every local authority 
within the administrative area. It is not proposed that the 


' arrangements for B.C.G. vaccination of persons other than 


hocp'tal staffs and medical students shall be brought into 
operation until after April 1, 1950. 


Sheriffs 

Dr. D. R. Lewis, of Swansea, has been nominated a sheriff 
for Breconshire and Dr. R. Davies Jones, of Llanidloes, a 
sheriff for Montgomeryshire for 1949. 


Sickness Benefit Regulations 

Under the National Insurance scheme increases of unemploy- 
ment and sickness benefit may be paid to beneficiaries with 
dependants who fulfil certain conditions. The National Insur- 
ance Advisory Committee has been asked to consider and 
report on the preliminary draft of regulations which extend 
to one month from the date of entitlement the maximum time 
for claiming an increase of unemployment or sickness benefit 
for a dependant. The regulations also provide for extending 
the period of one month in cases in which good cause for delay 
in claiming is shown. Copies of the preliminary draft of these 
regulations (the National Insurance (Claims and Payments) 
Amendment (No. 3) Regulations, 1949) can be bought for 1d. 
from H.M. Stationery Office or any bookseller. The committee 
will consider written objections to them if sent before Decem- 
ber 16 to the secretary, National Insurance Advisory Committee, 
6, Curzon Street, London, W.1. 


Analgesia Administered by Midwives 

The total number of administrations of analgesia by mid- 
wives in the domiciliary midwifery service of London during the 
first six months of the present year was 5,204, being 61% of 
all the confineménts taken by midwives. The figure for the 
previous six months was 3,611, or 42% of all confinements. 
The number has risen ¢onsiderably each half-year since 
analgesia was introduced for their use in 1946. The figures 
given exclude maternity nursing cases in which analgesia or 
anaesthesia was given by doctors. Of the L.C.C. midwives, all 


but one of the 149 in the service are qualified to administer — 


analgesia, and of the midwives employed by the district nursing 
associations and by hospitals on district work 88 out of a. total 
of 93. 


Institute of Medical Laboratory Technology 

At the annual general meeting of the Institute held in Oxford 
on July 29 the following exemptions from Institute examina- 
tions were approved. Exemption from the final examination 
for associateship may be granted to those in possession of a 
science degree (or an A.R.I.C.—Associateship of the Royal 
Institute of Chemistry), in approved subjects with not less than 
one year’s experience in approved pathological laboratories, on 
payment of the appropriate fee. These associates may qualify 
for fellowship by thesis after a further three years’ experience. 
Exemption from the intermediate examination may be granted 
to those having not less than 15 years’ experience in approved 
pathological laboratories prior to July 29, 1949, on payment of 
the appropriate fee. Copies of the Institute’s memorandum 
and articles of association may be obtained from 76, Brewer 
Street, W.1. Price Is., plus 24d. postage. 


William Hyde Award 

The Research Board for the Correlation of Medical Science 
and Physical Education has awarded the William Hyde Award 
of £300 for 1948 to Dr. J. M. Tanner, of the Sherrington School 
of Physiology, St. Thomas’s Hospital, in recognition of his work 
on somatotypes in medicine and his papers on the relation 
between physique and physical function. He states that he 
will use part of the gift for a monograph on “ The Physique of 
the Human ” which he is now writing. The award is made from 
funds provided by the Nuffield Trust in memory of William 
Hyde, who died in 1945, and whose concern for the future of 
the hospital services of the country to a large extent led to the 
establishment of the Nuffield Provincial Hospitals Trust. 


Hospital Directory 

The Ministry of Health has prepared a directory giving 
information about the hospitals and their boards and manage- 
ment committees in England and Wales. Addresses and tele- 
phone numbers are given, and the number of beds at the 
hospitals. Entitled “ Hospitals Directory, England and Wales,” 
it is obtainable from H.M. Stationery Office for 3s. 


Wills 

Sir Thomas Crisp English, who was for many years surgeon 
to St. George’s Hospital, left £31,061. Dr. Henry Anstey Cook- 
son, of Sunderland, left £21,266 ; and Dr. Frank Butterfield, of 
Blackburn, £7,745. 
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COMING EVENTS 
Scientific Films 

The Society for Cultural Relations with .the U.S.S.R. has 
arranged to show two films in connexion with the Pavlov 
Centenary celebrations. The first, “ Mechanism of the Brain,” 
will be shown on Monday, November 28, at 5 p.m. at the 
Anatomy Theatre, Guy’s Hospital Medical School, London, 
S.E.1, and the second, “ Academician Pavlov,” at the Hammer 
Theatre, Wardour Street, London, W.1. Admission to the first 
film will be by series ticket already issued, or by ticket (2s. 6d.) 
on application to the society at 14, Kensington Square, London, 
W.8. Admission to the second will be by series ticket or by 
the “Pavlov” issue of the Anglo-Soviet Journal (2s. 6d. from 
the society). 


Osler Club 

The next meeting of the club will be at the Medical Society 
of London, 11, Chandos Street, W.1, at 8 p.m., on Thursday, 
December 1. Professor J. Z. Young will speak on Pavlov and 
the work following his pioneering research, and Mr. R. Scott 
Stevenson will speak on Sir Felix Semon and his work in 
laryngology. 


Bolton Royal Infirmary 

Mr. Harold Balme, Medical Officer in Charge of Rehabilita- 
tion, Ministry of Health, will open the extensions to the Depart- 
ment of Physical Medicine and Rehabilitation at the Bolton 
Royal Infirmary on Thursday, December 1, at 3.15 p.m. 


The Victor Horsley Memorial Lecture 

The Victor Horsley Memorial Fund, which was raised in 
1920 to commemorate the services of Sir Victor Horsley to 
science and the Empire, is devoted to the giving of a lecture 
triennially in London entitled the “ Victor Horsley Memorial 
Lecture.” By invitation of the trustees (the Presidents for the 
time being of the Royal Society, the Royal College of Surgeons 
of England, and the British Medical Association, the Senior 
Physician of the National Hospital, Queen Square, and Mr. 
Stanley G. Robinson, son-in-law of Sir Victor Horsley) the 
eighth lecture will be delivered by Sir Hugh Cairns, Nuffield 
Professor of Surgery, University of Oxford, in No. 1 Lecture 
Room, University College Hospital Medical School, University 
Street, Gower Street, London, W.C.1, on Thursday, Décember 8, 
at 5 p.m. The title of the lecture is “ Disturbances of Con- 
sciousness with Disorders of the Brain Stem,” and the chair will 
be taken by Dr. F. M. R. Walshe, F.R.S. Admission to the 
lecture is free on presentation of visiting-card. 


SOCIETIES AND LECTURES 


Monday 


MeEpicaL Society OF Lonpon, 11, Chandos Street, Cavendish Square, 
London, W.—November 28, 8.30 p.m., Discussion: “ Impotence,” 
to be introduced by Drs. S. L. Simpson and E. B. Strauss. 

Royal Society or Arts, John Adam Street, Adelphi, London, W.C. 
November 28, 6 p.m., “ Bread,’’ Cantor Lecture, by Mr. D. W. 
Kent-Jones, Ph.D. 

University Co._.tece, Gower Street, London, W.C.—November 238, 
4.45 p.m., “ Bacterial Toxins,” by Dr. W. E. Van Heyningen. 


Tuesday 


INSTITUTE OF DERMATOLOGY, 5, Lisle Street, Leicester Square, 
London, W.C.—November 29, 5 p.m., “ Lupus Erythematosus,” by 
Dr. W. N. Goldsmith. 

RoyaL COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—November 29, 3.45 p.m., “ The Virus Theory of 
Cancer in the Light of Recent Work,” Imperial Cancer Research 
Fund Lecture by Dr. C. H. Andrewes, F.R.S. 


Wednesday 


BriTISH PsyYCHO-ANALYTICAL Society.—At Royal Society of 
Medicine (Barnes Hall), 1, Wimpole Street, London, W., Novem- 
ber 30, 8 p.m., “ Poetical Truth and Scientific Truth in the Light 
of History,”” by Professor Arnold Toynbee. 

RoyaL INSTITUTE OF PuBLIC HEALTH AND HyGIENe, 28, Portland 
Place, London, W.—November 30, 3.30 p.m., “ The Need for 
Smoke Abatement,” by Sir George S. Elliston. 

SOCIAL PSYCHOTHERAPY CENTRE, 7, Fellows Road. London, N.W.— 
November 30, 5 p.m., “ Shorter Methods of Child Guidance,” by 
Miss J. Balls and Mrs. S. Kras. 


— 
Thursday 


HonyMan Gittespie Lecrure.—At Anatomy Theatre, Univers 
New Buildings, Teviot Place, Edinburgh, December i nf 
“ Observations on Cirrhosis of the Liver,” by Dr. D. M. F. 4 

INSTITUTE OF DeRMATOLOGY, 5, Lisle Street, Leicester uate. 
London, W.C.—December 1, 5 p.m., “ Ulceration of the Mouth” 
by Dr. L. Forman. : 

INSTITUTE OF PsyYCHIATRY, Maudsley Hospital, Denmark Hill, 
London, S.E.—December 1, 4.30 p.m., “ The Visual System” by 
Professor W. E. Le Gros Clark, F.R.S. : 

Lonpon UNiversity.—At London School of Hygiene and Tropica} 
Medicine, Keppel Street, Gower Street, W.C., December 1 
5.30 p.m., “‘ Some Problems of Old Age,” by Dr. J. H. Sheldon. ’ 

Royal COLLEGE OF SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
London, W.C.—December 1, p.m., “Intracranial Abscess” 
Otolaryngology Lecture by Professor Geoffrey Jefferson. : 

RoyaL PHOTOGRAPHIC SocieTy: MEDICAL Group.—At 16, Princes 
Gate, London, S.W., December 1, 7 p.m., “‘ Criticism of Lantern 
Slides from a Medical Point of View,” Surgeon critic, Mr. Hedley 
J. B. Atkins; Medical critic, Professor G. W. Pickering. 

St. GeorGe’s HospitaL Mepicat ScuHoor, Hyde Park Corner 
London, S.W.—December 1, 4.30 p.m., lecture-demonstration: 
“ Neurology,” by Dr. A. Feiling. ‘ 


Friday 


Kino’s CoLLece HospitaL MepicaL ScHoot, Denmark Hill, London 
S.E.—December 2, 4.30 p.m., Legg Memorial Lecture by Mr. 
Geoffrey Keynes 

Mapa VaLe HospitaL FOR Nervous DISeEAses MEDICAL ScHoot, 
Maida Vale, London, W.—December 2, 5 p.m., clinical demonstra- 
tion by Dr. H. E. Dimsdale. e 

RoyaL Mepicat Society, 7, Melbourne Place, Edinburgh.—Decem. 
ber 2, 8 p.m., “‘ Disseminated Sclerosis,’ by Mr. J. J. MacCabe, 

Wuipps Cross Hospitat Mepicat Society, Whipps Cross Hospital, 
London, E.—December 2, 8.30 p.m., “ Recent Advances in 
Therapy of Mental Diseases,” by Dr. T. P. Riordan. 


Saturday 


KenT Paepiatric Socrety.—At Children’s Hospital, Woodland Way, 
West Wickham, December 3. 

York Mepicat Society.—At 17, Stonegate, York, December 3, 
8.30 p.m., “ Deformities of the Jaw,” by Professor M. A. Rushton. 


APPOINTMENTS 


Brown, GeorGe Gorpon, L.R.C.P. & S. Ed., L.D.S., D.P.M., Medical Super- 
intendent, St. Mary’s Mental Defective Institution, Newport, Isle of Wight. 

CHaRLTON, E. P. H., M.D., D.P.M., Consultant Psychiatrist and Deputy 
Physician Superintendent, Graylingwell Hospital, Chichester, Sussex. 

Mayes, Joyce B. M., M.B., B.S., D.P H., Medical Officer of Health, Blandford 
Borough, Blandford Rural District, Wimborne Urban District, and Wimborne- 
Camborne Rural District, and Assistant County Medical Officer of Health and 
Assistant County School Medical Officer, Dorset County Council. 

Wiis, T. M., B.M., B.Ch., F.R.C.S., Consultant General Surgeon at West 
Suffolk General Hospital, Bury St. Edmunds, East Anglian Regional Hospital 
Board. 

WILSON, WILLIAM D., M.D., D.P.H., Medical Officer of Health, Burgh and 
County of Inverness. 








BIRTHS, MARRIAGES, AND DEATHS 


BIRTHS 


Russell.—On November 14, 1949, at 9, Baring Crescent, Exeter, to Stephanie, - 


wife of P. M. G. Russell, F.R.C.S., M.R.C.O.G., a daughter—Susan Gordon. 
Tweedie.—On October 25, 1949, to Isobel (née Cochrane, M.B., B.Ch.), wife of 
W. M. Tweedie, 56, Richmond Hill. Richmond, Surrey, a son. 
Welch.—On November 18, 1949, at Elvet House, Dean Road, South Shields, 
to Dr. and Mrs. H. D. Welch, a son. 


DEATHS 


Blank.—On November 16, 1949, at 38, Mapesbury Court, Shoot-up-Hill, 
London, N.W., Dagobert Blank, M.D., aged 69. 

Braithwaite.—On November 10, 1949, at Whitehaven, Henry Mounsey Braith- 
waite, M.D., Surgeon Captain R.N., Ret., aged 67. 

Evison.—On November 13, 1949, at Brook Lodge, Huxley, near Chester, 
Hanson Cotton Evison, M.B., C.M. 

Felce.—On November 14, 1949, at The Cedars, Lingfield, Surrey, Stamford 
Grant Felce, M.D., aged 83. 

Finlayson.—On November 18, 1949, at Edinburgh, William Thomas Finlayson, 
O.B.E., L.D.S . L.R.C.P.&S.Ed., Lieutenant-Colonel, R.A.D.C. 

Hall.—On November 14, 1949, William Scott Hall, M.B., Ch.B., late of 
Scunthorpe, Lincs. 

Husband-Clutton.—On November 19. 1949. at Crowiand, Peterborough, Frank 
Husband-Clutton. M.R.C.S., L.R.C.P., J.P., aged 78. 

Mackay.—On Septcmber 27, 1949, at Edmonton, Alberta, Canada, Joseph Bogue 
Mackay. M.B., Ch.B., aged 64. 

MecMurray.—On November 16, 1949, suddenly, in London, Thomas Porter 
McMurray C.B.E., F.R.CS., Emeritus Professor of Orthopaedic Surgery. 
University of Liverpool ; President-E‘ect, British Medical Association, aged 61. 

Price.—On November 18. 1949. at St. Bartholomew’s Hospital, London, E.C., 
David Cromwei Price, F.R.C.S. 

Thomson.—On November 16, 1949, at the home of his niece, Andrew George 
Anderson Thomson. M.B., C.M., of Bridport and Bournemouth. 

Weaver.—On November 15, 1949, after a short illness, Alfred Ernest Remmett 
Weaver, M.D., D.P.H., of 55, Beach Road, Weston-super-Mare. 
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Any Questions ? 
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Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Alcohol after Infective Hepatitis 


Q.—For how long after an attack of “ jaundice” should a 
patient keep off alcohol? What form of alcohol might he 
start off with? 

A.—It is difficult to lay down any hard-and-fast rule about 
the period for which a patient who has had infective hepatitis 
—it is assumed that this was the cause of the jaundice in 
question—should abstain from alcohol. There is no experi- 
mental evidence that alcohol has any direct toxic action on 
the liver, and the paper by Best and his colleagues in a recent 
number of the Journal (November 5, p. 1001) shows how 
improbable such an effect is. Nevertheless, a relapse of 
hepatitis has followed the taking of alcohol shortly after the 
primary attack, and it is well known that the tolerance for 
alcohol of patients who have had hepatitis is often diminished 
for weeks or even months afterwards. Headache, anorexia, 
flatulence, and abdominal discomfort may be the result of 
taking even one or two drinks, particularly after severe attacks. 
For these reasons most physicians advise their patients not to 
drink for a time after infective hepatitis. The period stipu- 
lated varies with the individual physician, and experience alone 
can decide what it should be. The writer always suggests six 
weeks without alcohol after a mild attack, but if the attack has 
been more severe than the average, and particularly if there has 
been a relapse, the time is increased to three months. It must 
be admitted that there are only empirical grounds for this 
recommendation. Experience suggests also that extreme 
moderation is advisable when alcohol is taken, and that 
indulging in heavy wines and taking drinks before meals are 
unwise. 


Intranasal Oil and Cancer of Lung 


Q.—Preparations of vasoconstrictors in oil are increasingly 
used intranasally in the treatment of a number of conditions. 
Is there any evidence that the use of mineral oils for this pur- 
pose is a factor in the increased incidence of pulmonary 
carcinoma ? 


A.—There is certainly no evidence that the administration of 
vasoconstrictors in oil is a factor in the increased incidence of 
pulmonary carcinoma, although any further answer to the query 


is necessarily limited by absence of information on the oils - 


themselves (and particularly whether they are in fact carcino- 
genic), and by lack of data concerning the extent to which these 
medicaments are employed and for how long. The only possible 
way of arriving at an answer to the question is by considera- 
tion of the intrinsic carcinogenic effects of the oils concerned. 
Although it is known that in certain circumstances some of the 
oil introduced into the nose in this way will reach the lungs, 
the duration of its contact with the bronchi is very brief, and, 
if it is not removed by the normal defences, it comes to rest 
in the terminal part of the broncho-pulmonary tree, far from 
the site of origin of the vast majority of bronchial carcinomata. 
Also, if these oils are carcinogenic, one would expect the effect 
to be much more noticeable in the case of malignant disease 
within the nose itself ; so far as is known there is no evidence 
that the incidence of this is increasing. These considerations 
aside, it is improbable that we have here a likely factor. On 
the general problem the query assumes the recorded increase 
of pulmonary cancer to be real—a conclusion which is increas- 
ingly accepted and almost certainly correct. While any new 
facts or even hints as to causation must always be welcome, the 
prevailing tendency is to regard the increased consumption of 
cigarettes which has occurred in most communities over the 





past 30 years as a major factor, though there is so far no con- 
clusive statistical evidence of cause and effect. 


Proguanil as a Malaria Suppressant 


Q.—What is the efficiency of proguanil as a malaria suppres- 
sant? What incidence of clinical attacks of all types of malaria 
might one expect on leaving an endemic area if suppressive 
administration of proguanil (0.1 g. daily) is continued for a 
period of seven to 10 days? Can any other measures be taken 
to ensure that clinical attacks are reduced to the absolute 
minimum ? 


A.—Proguanil is a relatively efficient and non-toxic malaria 
suppressant, although certain African strains of Plasmodium 
falciparum, when compared with Pacific strains of the organism, 
appear somewhat resistant to the drug, and instances where the 
drug has failed against such resistant strains have been recorded. 
Few attacks of falciparum malaria should be expected after 
leaving an endemic area if suppressive proguanil 0.1 g. daily is 
continued for 10 days, but vivax malaria may of course relapse 
despite such treatment. The frequency of relapses of vivax 
malaria may be reduced by taking one of the. 8-aminoquinoline 
drugs—for example, pamaquin, 0.01 g. thrice daily for 10 to 
14 days ; with each dose of the drug it may be more effective 
to combine quinine 0.6 g. or mepacrine 0.1 g. 


Osgood-Schlatter Disease 


Q.—What is the latest treatment for Osgood-Schlatter 
disease ? 


A.—There have been no recent developments in the treat- 
ment of Osgood-Schlatter disease of the epiphysis of the tibial 
tubercle. Although the exact cause is still unknown, the condi- 
tion is thought to be a form of osteochondritis ; the underlying 
cause may be some disturbance of the blood supply of the 
epiphysis. The treatment depends on the severity of the symp- - 
toms. When pain and local tenderness are severe the best 
treatment is to immobilize the limb for eight to 12 weeks in 
a plaster cylinder. After this the symptoms as a rule are no 
longer troublesome, and the disease gradually becomes resolved 
in the ensuing months. When the initial symptoms are slight, 
plaster may be dispensed with without risk to the knee. 


Idiopathic Epilepsy 


Q.—What investigations are called for in the case of a man 
who at the age of 34 has for the first time an attack of sudden 
unconsciousness with marked cyanosis and convulsions? On 
examination later there appeared to-be no obvious neurological 
abnormality. What are the possibilities ? 


A.—It is unusual for idiopathic epilepsy to manifest itself 
first at the age of 34, but this is a possibility. If the patient 
has resided in the Tropics cysticercosis would need to be con- 
sidered. Although recently published figures show that intra- 
cranial tumour is the cause of epilepsy beginning in adult life 
in only about 12% of cases, nevertheless steps must be taken 
to exclude it. Syphilis also requires to be thought of, and 
inquiries should be made about any history of head injury. 
This list includes all the most probable causes. Investigations 
must begin with a complete clinical examination of the patient, 
especially of the ocular fundi and the nervous and cardio- 
vascular systems. An electroencephalogram should be obtained. 
[It may prove normal, but modern. methods yield a positive 
result in a high proportion of cases even in adult life—a diffuse 
dysrhythmia would suggest idiopathic epilepsy, and a focal 
dysrhythmia, either of irregular spikes or of delta rhythms, 
would support a focal cause. A blood Wassermann test and 
a complete examination of the cerebrospinal fluid should be 
carried out. These procedures would serve to exclude syphilis, 
while a raised protein level as the only abnormality in the 
cerebrospinal fluid would favour a diagnosis of tumour. 
A complete radiological examination of the skull should be 
made, and of the soft tissues around the shoulders and hips 
for the presence of cysticerci. In some cases it may be neces- 
sary to carry out air encephalography and cerebral angiography. 
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Treatment of Asthma 


Q.—A patient claims that she was cured of asthma by taking 
large doses of a preparation containing theophylline on going 
to bed. Is this result possible, and what dosage is called for 
in a young adult ? 


A.—Theophylline is an effective bronchodilator, and is often 
used in the symptomatic treatment of asthma. It is most effec- 
tive when injected intravenously, but can be given in tablet 
form. When taken by mouth it is a gastric irritant. The usual 
dose by mouth is 0.2 g., or intravenously 0.25 g. It may con- 
trol the symptoms of mild asthma, but is no more likely to 
lead to cure than is adrenaline, stramonium, or any other 
symptomatic remedy. 


Distension of Gut 


Q.—(a) How does obstruction of the lower bowel cause 
ballooning of the rectum? (b) How does uraemia cause 
distension of the bowel? (c) How does strangulated omentum 
cause constipation ? 


A.—{a) The rectum derives its nerve supply from (i) sympa- 
thetic fibres following the superior haemorrhoidal artery and 
derived from branches of the pelvic sympathetic plexus accom- 
panying radicles of the middle haemorrhoidal artery, and (ii) the 
pelvic splanchnic nerves derived from the third and fourth 
sacral roots (sometimes also the second) with communicating 
branches from the second and third lumbar roots. Obstruc- 
tion of the lower bowel, either by distension or by direct 
involvement of the wall, paralyses the sympathetic fibres in the 
coats of the bowel, the nerves being motor to the circular 
muscle. At the same time the spinal nerves, which are not 
usually involved until a late stage, are unopposed in their 
inhibiting action on the circular muscle. Both effects lead 
to passive ballooning below the obstruction—this being most 
marked in growths of the lower sigmoid colon and pelvi-rectal 
junction. 

(b) Although of recent years a great deal more has been dis- 
covered concerning \uraemia, the actual by-products of inefficient 
filtering by the kidney are unknown; but it is a reasonable 
assumption that one or more of these are toxic substances which 
when circulating in the blood stream lead to irritation of the 
intestinal mucosa. The entero-colitis of the terminal stages of 
uraemia is a well-known entity. The inflammatory reaction 
causes a pouring out of fluid into the gut, thus accounting for 
a certain part of the distension. The fact that this fluid con- 
tains large numbers of gas-forming organisms accounts for yet 
further distension, and it is possible also that a circulating toxin 
may have an inhibitory effect on the sympathetic nerve supply 
of the gut and so lead to paresis. 

(c) If strangulation is taken to imply vascular obstruction, 
then it is unlikely that the patient will remain long enough 


‘without surgical treatment for constipation to develop. 


High-pitched Voice in Adult Male 
Q.—What are the commonest causes of a high-pitched voice 
in an adult male? Is it possible for the speaking voice of a 
man so affected to be lowered—that is, to be made more 
masculine? If so, what is the treatment? 


A.—Physiologically the voice breaks at puberty, and this is 


‘due to the increased secretion of androgens, which stimulate 


enlargement of the larynx. If puberty is late, the break in the 
voice is correspondingly delayed. In eunuchoids the break 
may be delayed until the third or fourth decade, or may never 
occur. In women who develop virilism due to an adrenal tumour 
or adrenal hyperplasia there is an increased secretion of andro- 
gens with deepening of the voice. This may also occur when 
testosterone is given to a woman for various reasons—for 
example, in the treatment of menorrhagia or carcinoma of 
the breast. 

The above clinical considerations indicate that testosterone 
may be effective in lowering the man’s speaking voice if there 
is other evidence of androgen deficiency. However, there are 
cases in which the patient is otherwise completely normal, and 

































a 
we must postulate an abnormality in the construction: of the 
larynx or an absence of sensitivity to the testosterone stimuly, — 
In these circumstances no benefit would result from such _ 
therapy. a 


Specificity of Spa Treatment 


Q.—Is it true that the medical profession generally during 
the last few years has indicated that it does not believe thy 
there is any specific medicinal value in any mineral or Spa 
waters ? ‘ 


A.—If the literature on rheumatic affections and other 

of disease which are generally regarded as being suitable for 
spa treatment is examined the impression emerges that the — 
physicians who practise in spas in this country no longer believe 
much in the specific attributes of their waters. The tend Z 
nowadays is towards explaining the undoubted benefits of spa 
treatment on the basis of the physical methods employed, 
Medical hydrology ranks as an important branch of physica] 
medicine; balneology has become rather “ old-fashioned,” 
except in one or two countries on the continent of Europe. 


My 


Stainless Steel Dentures 


Q.—What complications may follow the use of dentures with — 
a stainless steel face, as compared with plastic dentures? Which — 
type would normally be preferred ? 


A.—Good stainless steel is an excellent material for use as _ 
a denture base, having the advantages that it is non-staining, — 
clean, and heat-conducting. It has, however, the great dis- — 
advantages that it cannot readily be cast, so that it cannot be 
employed for skeleton dentures as can gold alioys ; if it is used 
even as a base for full dentures powerful and expensive presses _ 
are necessary to mould it to the shape of the jaw. So far as — 
is known no particular complications are likely to follow the — 
use of stainless steel bases in the mouth when properly made ~ 
and fitted, other than certain disadvantages inherent in al] — 
dentures. Electrolytic action if the stainless steel comes into — 
contact with different metallic fillings—for example, gold and 
amalgam—is, however, a possibility. Acrylic resin is far easier — 
to process, and greater accuracy in fitting can therefore be — 
obtained more readily. Bulk for bulk it is lighter ; its colour F 
is a further advantage, and the attachment of acrylic teeth is 
easy. It does not, however, transmit heat in the same way, and © 
must of necessity be more bulky in the mouth. = 


NOTES AND COMMENTS 


Acute Nephritis and Sweating.—“ Retirep Sister” writes: In~ 
reply to Dr. Charles Romer’s remarks (November 12, p. 1128) I~ 
would like to state that we always nursed cases of both acute rheuma-— 
tism and acute nephritis in blankets, the former because the patient 
sweated excessively ‘and the blariket absorbed the sweat, and the latter — 
to encourage the patient to sweat so that some of the toxins might” 
be excreted through the skin, thus taking some of the strain off the ” 
kidneys. . 


Treatment of Tinea Pedis.—Dr. Jonn S. MeIGuaN (Bristol) writes: ~ 
I have found the following treatment very efficient in refractory cases ~ 
of tinea pedis. (1) Apply 6% silver nitrate in spirit once daily for 
one week. (2) Remove eschar. (3) Apply Whitfield’s ointment for ~ 
one week. (4) Apply silver nitrate as above for one week. (5) Apply 
Whitfield for one week. (6) If clear, continue with Whitfield for one— 
month. Having tried the whole gamut of new remedies for tinea, 1 
still think Whitfield the best. 
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